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DENIG (1911), operated first in 1910, following the work of Ichikawa, 
who proved the continuity of trachoma from fornix through the 
conjunctiva bulbi and so to the cornea. He transplanted first the 
conjunctiva of the healthy eye, but soon changed to the mucosa of 
the lip. In the first few years he performed 42 operations with 
8 recurrences and failure of the mucosa to heal up on the eye in 5 
cases. Ogata in 1930 saw good results from the operation in 95 
cases. L. Pines in 1931 reported his results in 406 cases, with no 
improvement in 42 and recurrences in 16. Since then a consider- 
able literature has arisen about this operation, partly for it, partly 
against it. The first controversy was about the nature of pannus 
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itself. There are three theories. The oldest, and, in my opinion 
hardly tenable, would ascribe the appearance of the pannus to the 
mechanical action of the infected upper lid, that is to say, the lid rubs 
the trachoma infection into the cornea. The aetiology of pannus—by 
continuity or by contact—is still debated. Parsons (1942) is against 
the continuity and so is Fuchs (1933). Wolff (1944) and Duke- 
Elder (1938) hold that there is a simultaneous infection of the 
cornea and conjunctival fornices. Prokrowsky and Taborisky (1914) 
(Ophthalmological Congress, Moscow, 1913), were partisans of 
continuity. But between 1911 and 1913 Ichikawa in Japan, 
Prokowsky and Taborisky in Russia proved the existence of tracho- 
matous follicles in the conjunctiva bulbi and in the cornea itself by 
microscopical examination. The formation of follicles in the 
cornea itself was confirmed by many writers. Pasheff (Klin. 
Monatsbl. f. Augenheilk., p. 361, 1938), R. Huber, Ibid., Vol. LXXI 
(origina) article). 

How deep do the vessels of the corneal pannus lie? Arkin (Klin. 
Monatsbl, 7. Augenheilk., Vol. LXAXYVII, p. 428, 1926), thinks that 
there are two forms of pannus—one secondary to the infection of 
the conjunctiva, and the other a primary infection of the cornea. 
The blood vessels lie below the membrane of Bowman. : All those 
points must be kept in mind when describing the technique of the 
operation. The conjunctiva bulbi, under local anaesthesia, is cut 
starting from the limbus or retreating 0°5 mm. from it towards the 


periphery making a wound half as wide and as long as the base of 


the pannus—say from 9 o'clock to 3 o'clock. It is important to 


cut right through down to the episclera removing all tissues and 


laying the episclera bare. While an assistant is stopping the 


considerable haemorrhage by applying swabs with saline and pressing 


on the wound the surgeon proceeds to cut out and prepare a graft 


from the mucosa of the lip. Under local anaesthesia a special lip 
forceps is applied and the graft 1s cut out slightly longer and wider 
than the wound of the conjunctiva. The graft is put into warm 
saline and the wound of the lip 1s closed by one uninterrupted 
suture. The surgeon then washes his hands again and while the 
patient gargles his mouth, the graft is put with the mucosa down- 
wards on a plate of glass or on the hands of the surgeon and the 
whole of the fat is removed from it so that only the mucosa and 
submucosa are left. 

In my opinion it is not advisable to try and make the graft too 
thin, but care must be taken not to cut into the graft. Then the 
graft is put on the wound, mucosa upwards the submucosa down- 
wards on the sclera and is fixed with fine silk to the three sides of 


the wound, the corneal part remaining free. 
It is sometimes advisable, if the wound is too long, to cut the 
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graft in two portions, cutting at 12 o’clock and readjusting and 
joining by stitching the two portions. If the cornea is badly 
ulcerated, the upper part of it may be scraped or cauterised and the 
graft allowed to cover it. Otherwise the lower part of the graft, if 
overhanging the cornea, may be trimmed. Sulphonamide powder 
and sterile vaseline may be put into the operated eye. Binocular 
dressing for 2-3 days. If the operation is successful, the graft— 
deadly pale during the operation—will be pink and slightly oedema- 
tous when the eye is first dressed. Binocular again. Stitches may 
be removed after 5 days. The improvement of the eye is usually 
striking. If the operation is not successful, the whole of the graft 
or its middle part remains pale, freely movable and is better removed 
after 5 days. But the eye is still considerably improved. Let us 
now discuss the different stages of the operation. 

Denig used the mucosa of the lip because he believed in this way 
to present to the trachoma invading the cornea an impenetrable wall 
of tissue, that cannot be invaded by trachoma as the mucosa of the 
lip does not possess lymphatic tissue. But the issue is not as 
simple as that. Why then in unsuccessful cases (one of mine too), 
is the improvement obtained and maintained for a number of years? 
Obviously because the trachomatous tissue was cut deeply right to 
the episclera and so the invasion wasinterrupted. The trachoma was 
not. very active and the consequent scar of the wound of the 
conjunctiva remained free from the trachoma. The performed deep 
peritomy together with the nearly quiescent stage of the trachoma 
of the conjunctiva (but not of the cornea—obyiously a separate 
Stage of the trachoma) would be the _explanation, but not the 
peritomy by itself (only too often failing in cases of active trachoma 
and pannus). Let me be clear—Denig’s operation is suitable only 
for the third or the fourth stage of trachoma by MacCallan’s scheme 
but no biopsy or clinical examination will be able to gauge the 
intensity of the still remaining infection. 

The surgeon’s impression and experience remain decisive. This 
is why I cannot agree with the opinion of Karlowsky (Kritishe 
Bemerkung uber Den. Op., Klin. Monatsbl. f. Augenheilk., 1936), or 
Hallas ([bid., Vol. LXXXII, p. 401, 1929), that all the benefit of 
Denig’s operation is due to a deep peritomy. Szokolik definitely 
rejects Denig’s operation in favour of a deep peritomy, as proposed 
by Whitehead in Leeds in October 13, 1922 (Ibid,, Vol. LXXVIII, 
p. 693, 1927). It is safer, therefore, in my opinion, to perform 
Denig’s operation and not the deep peritomy alone. The second 
point to consider is the interruption not of the course of the infec- 
tion, but of the toxins only (Kershmann, Klin. Monatsbl. f. Augen- 
heilk, Vol. LXXVIII, p. 694, 1927). This opinion I think ts 


highly improbable as nobody has yet isolated the toxins of trachoma. 
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Besides the interruption of the continuity of the trachomatous 
process, the graft being richly vascularised, improves the nutrition 
of the cornea. This is quite correct. After 5-10 days the cornea 
is clear, brilliant and transparent. 

Many writers are of the same opinion (Kershman and L. Pines, 
Klin, Monatsbl. f. Augenheilk., Vol. LXXVII, p. 400, 1926, and 
Vol. LXXVIII, p. 693. 1927). Kolen (original article, [bid., Vol. 
LXXXVII, p. 790, 1931). 

But is mucosa of the lip really an impenetrable wall against the 
invading trachoma? Opinionsare sharply divided. Derkach (Klin. 
Monatsbl. f. Augenheilk., p.409, 1930) saw after Denig’s operation 
that the graft of the mucosa was involved in the trachomatous pro- 
cess as early as 2-3 weeks after operation. In a few weeks time he 
saw the graft disappear completely in the pannustissue. He prefers 
therefore a graft from skin. Ogada (/bid., Vol. LXXXVII, p.142, 
1931) leaves this question of immunity of the graft from trachoma 
still undecided. 

Czukrach (Klin. Monatsbl. f. Augenheilk. Vol. LXXXVII, p. 262, 
1931) madea biopsy of the graft in four cases and saw heavy changes 
in the epithelium, but the follicles were not- typical for trachoma. 
Ballas (IJbid.) found in his histological examination a process very 
near to trachoma. The same is the opinion of Loewenstein (original 
article, Ibid. p. 390), Seefelder (Ibid., Vol. LXXX1, 1928, original 
article) saw by microscopical examination trachoma invading the 
graft of the mucosa. He saw not only follicles, but even the 
Provazecks bodies in the graft. Similar is the opinion of Tovbin 
(Ibid., Vol. XCI, 1933). The evidence therefore is very solid and con- 
siderable. But a whole phalanx of surgeons are all of a favourable 
opinion re the fate of the graft—it is not invaded by trachoma and 
forms a protective wall against it. 

Such are Denig himself, Kersham, L. Pines (185 operations, Klin. 
Monatsbl. f. Augenheilk. Vol. LXXVIII, p. 694, 1927). Arkin (Ibid. 
p- 428), Endelman (/bid. Vol. LX XV, p. 809, 1925), Budel, who stil] 
saw good results two years after Denig’s operation, (Ibid. 
Vol. LXXIX, p. 688, 1927), Thies (Ibid. Vol. LXXXI, p. 393, 1928), 
Malkin (Jbid. Vol. LXXX, p. 561), Zakas, Blascovitz, Dekers (Ibid. 
Vol. LXXXII, p. 401), Kolen (extensive list of literature). (Ibid. 
Vol. LXXXVII, p. 790), B. Pines (/bid. Vol. LXXXIX, p. 419) et 
cetera. What may be the cause of such a difference? In my 
opinion, it all depends upon the stage of the inflammation at the time 
of the operation. Denig’s operation is not a panacea for all forms 
of trachoma of the cornea, but only for an isolated and stubborn 
pannus when the rest of the process is already quiescent. If it is 
not, conservative or surgical treatment of the whole affected con- 
junctiva is necessary before the pannus itself is tackled. 
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Filatoff and his school look upon the transplantation of the mucosa 
as a form of irritation or tissue therapy. 

They speak favourably of the results of Denig’s operations, but 
for the last few years Filatoff and his school use certain modifica- 
tions. Besides cutting out a piece of conjunctiva and placing there 
a free graft of mucosa of the lip, they simply make a hole in the 
conjunctiva, then undermine it and in so formed corridor they plant 
a piece of mucosa or a piece of sclera or a piece of cartilage—the 
results being uniformally very good. 

The graft is usually taken from a cadaver and preserved for 4-3 
days in the dark at a temperature of 4°. 

What is the fate of the graft of the mucosa ? Does it remain un- 
altered, is it replaced by ordinary fibrous tissue or by conjunctiva ? 
This very interesting and rather important question has hardly ever 
been considered. The surgeons simply were profuse in their lauda- 
tory remarks about the suitability of mucosa grafts in the plastic 
surgery of the eye, but the ultimate fate is usually not discussed. 

Thies (Klin. Monatsbl. f. Augenheilk. Vol. LXXII, p. 780, 1924) 
speaks about the reparation of the injured eye and freely uses the 
mucosa grafts for it, but in his opinion, sooner or later they disappear 
in the conjunctival tissue. Kershman and L. Pines (Ibid. Vol. 
LXXVII, 1926) simply state that the grafts grew much. whiter in 
colour 12 months after the operation. Budle (/bid. Vol. LXXIX, 
p. 88, 1927) saw good results in pannus cases operated on by the 
method of Denig, but he never attempted a microscopical examination 
of the graft. Gernett (bid. original article, Vol. LXXXII, p. 230) 
saw mucosa of the graft still present on the margin of the lid 20 years 
after the operation, but he did not examine it microscopically. 
Denig himself (Ibid. Vol. LXXXIII, p. 716, 1929) advocates free 
grafts of mucosa in many torpid inflammations and especially for all 
injuries of the eye by acid and recommends, if necessary for cosmetic 
reason, the later removal of the grafts. 

Derkach (Klin. Monatsbl. f. Augenheilk. p. 409, 1930) saw a graft 
after Denig’s operation disappearing completely in the pannus 
tissue after a few weeks. Czurrach (Klin. Monatsbl. f. Augenheilk. 
Vol. LXXXVII, p. 262, 1931) made a biopsy in four cases in 
Denig’s operation and saw heavy changes in the epithelium. Ballas 
(Klin. Monatsbl. f. Augenheilk.) saw a process very near to trachoma 
(microscopical examination). Loewenstein (Klin. Monatsbl. f. 
Augenheilk. Vol. LXXXVII, p. 390, 1931) thinks that the graft is 
often invaded by trachoma and becomes assimilated in the surround- 
ing tissues especially in margin plastics of the lid. Ichikawa and 
Noichefsky, as quoted by Kolen (Klin. Monatsbl. f. Augenheilk. Vol. 
LXXXVII, p. 790, 1931) think, that the graft of the mucosa can- 
not be involved in trachoma and no follicles can be formed there, 
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as no adenoid tissue is present. Kreiker (Klin. Monatsbl. f. Augen- 
heilk. Vol. LXXXVIII, p. 695, 1932) thinks that the grafts 
disappear after many years, as a result of a chronic inflammatory 
process and are probably replaced by conjunctiva, but they always 
disappear. 

In the experience of Filatoff and his school the homoplastic grafts 
of tissues in Denig’s operation disappear very quickly, but the con- 
junctiva less quickly, the mucosa of the lip still less so and the latest 
of all would be theskin. With the autoplastic tissues, the remnants 
of the grafts could be seen even 2-3 years after the operation, but in 
two cases the graft of the mucosa was invaded by a recurrent pannus 
2 years 4 months after the operation.. The graft was removed and 
replaced by one of the preserved cadaver conjunctiva. But Scarsky 
saw the disappearance of the graft of the cadaver mucosa even 30-40 
days after the operation. 

The above mentioned references are really isolated extracts from 
rather considerable literature and give a general idea of the prevail- 
ing opinion. 

Let us now discuss my own cases—not many, but giving a good 
illustration of the pro’s and contra’s of Denig’s operation. 

The first case is that of a woman now 60 years of age, a native 
from Dwinsk near Vitebsk, in Russia, who arrived here nearly forty 
years ago with healthy eyes. She caught trachoma here and, in her 
opinion, it started with a dirty ball hitting her eye, when children 
were playing in the street near her home. When first seen at the 
London Jewish Hosp., in 1930-31, she was a case of trachoma cica- 
tricum, third to fourth stage of MacCallan’s classification, with 
partial distichiasis of both lids, especially the lower of the right eye, 
and pannus, especially of the right eye. A graft of the mucosa of 
the lip was done on the right lower lid for distichiasis and from 10 
to 2 o'clock on the right eyeball for pannus. Both operations were 
successful, especially that of Denig. Mucosa still can be recognised 
now, after nearly 9 years. 

The second one is that of a man of similar condition, but no 
distichiasis, only troublesome and recurring pannus. On the right 
eye Denig’s operation was performed 12 years ago from 10 to 12 
o'clock. Both ends of the graft took, but the middle part, from 11 
to 3 o’clock did not take and started sloughing on the 4th day and 
on the 6th day I cut it off, leaving the two successful ends intact. 
The eye remains quiet. The graft at 4 o’clock was removed by me 
and sent to Mr. E. Wolff for microscopical examination.. It still 
retained all the characteristics of mucosa of the lip 12 years after the 
operation. On the left eye Denig’s operation was performed 
successfully three years ago and the graft took. The eye remains 
quiet. 
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The third case is of exceptional interest. It is a man of over 70 
years of age, a native of Kieff, Russia; he was healthy there. In 
1925 he emigrated to Berlin and soon afterwards started to suffer 
from chronic inflammation of both eyes. He arrived here in 1936. 
In 1943 he presented himself at an ophthalmic hospital in London 
with an epithelioma of the left upper lid. The epithelioma was re- 
moved and he was sent for X-ray therapy. The eyeball became 
rapidly worse. It wasa pannus crassus of the cornea, with a thickened 
and scarified tarsal plate, with a severe inflammation of the whole of 
the conjunctiva bulbi forming a wall of angry tissue round the 
cornea, when first seen by me in October 1946. Vis. = counting 
fingers at 2-4 feet. No conservative treatment being of any use, 
I decided to perform Denig’s operation from 11 to 2 o’clock. The 
graft took. The vision in 2-3 weeks time improved to 4/60. But 
then the pannus started to come back, from under the graft new 
vessels appeared growing into the cornea, Cauterisation did not 
stop them. Pannus started to grow from all the circumference of 
the cornea, which became completely vascularised. The Roentgeno- 
logist, to whom he was sent for regular inspection, hearing my 
opinion, that it was probably trachoma gave him 2 seances of 
irradiation. The eye became immediately much more inflamed, the 
cornea more vascularised and a symblepharon began to form in the 
internal angle between both lids and the eyeball. It was evident to 
me then, that it was a mixed process of trachoma, aggravated by 
X-ray irradiation. The eye is sensitive to X-ray and the inflamma- 
tion is due chiefly to that. The graft is as vascular and angry, as 
the rest of the conjunctiva bulbi now a year after the operation. 
The fate of the eye as far as the sight is concerned, is very dark in- 
deed. In the future lurks the danger of xerosis. 

The fourth case is that of a woman of 65 years of age, with 
trachoma chronicum cicatricum and distichiasis who presented her- 
self in the London Jewish Hospital 19 years ago with a tremendous 
serpiginous ulcer of the right eye and chronic dacryocystitis. The 
lacrymal sac was removed, and the eye, but not the eye-sight, was 
saved by a large graft of the mucosa of the lip, from 10 o’clock to 
4 o'clock, right across the cornea and sufficiently wide to cover the 
ulcer. The ulcer healed up with a huge leucoma and after 7 days 
the middle part of the graft was removed, leaving the well ingrown 
ends of the bridge intact. The 4 o’clock end was removed and sent 
to Mr. E. Wolff for microscopical examination. It is still mucosa 
of the lip 19 years after the grafting. 

If the characteristic part of trachoma is the scarring and shrinkage 
of the conjunctiva, then it is advisable to use the graft of the mucosa 
as frequently as possible in any plastic operation on a trachomatous 
eye, as it is excellently tolerated by the eye and increases the 
shrunk conjunctival surface. 
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I was defeated only in one series of cases. In 1917, when in 
charge of an eye department on the front of the Russian Army, I 
had many cases of trachoma where the chief feature was the mucous 
degeneration of the upper fornix, the cornea and tarsal plate being 
only slightly affected. I excised the fornix only and grafted on the 
wound a strip of the mucosa of the lip. It took on, but in 50% of 
my patients it produced a leucoma of the upper part of the cornea. 
I stopped the grafting and simply excised the fornix and never had 
any leucomata afterwards. 


Summary 

1. Denig’s operation is highly advisable in cases of isolated pannus 
and quiescent trachoma of the lids and bulbi. Any active tracho- 
matous focus must be destroyed first. 

2. Mucosa of the lip, if grafted on the eye in these conditions 
remains unchanged for many years. 

3. More frequent use of mucosa grafts is advocated for any plastic 
operation of the trachomatous eye. 


Case Reports 


Mr. A. S., aged 54 years. Both eyes trachoma chronicum cicatricum. Right 
eye, Denig’s operation 12 years ago (1935). 

The middle part of the graft did not take. The end of the graft at 3 o’clock was 
removed and sent for investigation. 

Special thanks are due to Mr. Eugene Wolff, F.R.C.S., and to Mr. W. H. Gordon, 
Assistant Pathologist to Royal Westminster Ophthalmic Hospital, who kindly 
examined the specimen and reported. 
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The following is their report :— 

The epithelium throughout the section is stratified, squamous, without cornifica- 
tion. It is not of uniform thickness, being much thicker over about half the section 
at one end than over the remainder, and the thicker half shows slight oedema of the 
’ prickle-cell layers (acanthosis). The papillae are stunted forthe most part, though 
in the area of thin epithelium there are one or two considerable downgrowths of 
epithelium, which, however, remains quite regular in arrangement. The immediate 
subepithelial connective tissue is fairly close-fibred and in only one place (in the 
thick epithelium area) is there slight round-celled infiltration. The deeper connec- 
tive tissue is looser and vascular. 

The characters of the whole graft, therefore, are those of mucous membrane, 
slightly modified by stunting of the papillae, and in part, by acanthosis. 


Female, aged 60 years. Both eyes trachoma chronic cicatricum. Right eye, 
serpiginous ulcer 19 years ago. Healed by graft of the mucosa of the lip. 

Report of examination of biopsy specimen. 

The specimen consists of connective tissue and its covering of stratified squamous 
epithelium. 

The epithelium, 8 or 9 cells thick shows :— 

(i) Basal célls, which are cubical or low columnar, whose oval nuclei stain 
moderately with haematoxylin, and contain a few deeply-staining chromatin particles. 


(ii) Intermediate polyhedral cells between which are cell-bridges. 
(iii) Surface cells which are flattened but not keratinised. 
(iv) Adventitious cells—an occasional polymorphonuclear leucocyte. 


The outline of the deep surface of the epithelium is somewhat undulating, 
presumably representing the succession of imperfectly formed papillae and inter- 
papillary downgrowths, 

In addition there are seen in the sections two epithelial downgrowths. a small 
solid one extending horizontally just below the epithelium, whereas the other, which 
has a hollow cavity, extends vertically to the surface for a distance equal to three 
or four times the thickness of the usual epithelial layer. 

The subepithelial tissue consists of loose connective tissue, appearing somewhat 
oedematous in places, and well supplied with blood and lymphatic capillaries. 
Just below the epithelium it is infiltrated with lymphocytes and plasma cells in 
considerable numbers, together with some endothelioid cells. Situated also in this 
tissue are a few tubulo-racemose glands, whose acini are lined by columnar cells 
with nuclei near the cell-base, whilst an outer cell-layer is formed of darker small 
cubical cells. These glands resemble buccal glands. 

Opinion. Inthe specimen the structure of the original mucous membrane graft 
is maintained both in its epithelial and subepithelial parts. 


My most sincere thanks are due to Mr. E. Wolff and Mr. W. H. 
Gordon for their invaluable co-operation in preparing, examining 
and reporting on two pathological specimens of mine. 
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HYDATID OF THE ORBIT 


BY 
SiR HENRY HOLLAND, C.I.E. 


INDIA 


TEXT-BOOKS have very little to say regarding this condition. Fuchs 
merely mentions that cysts formed by the entozoa echinococcus and 
the cysticercus variety are found in the orbit. Duke-Elder states 
that these are not very rare in the orbit, although extremely rare 
intra-ocularly. Parsons contents himself with the statement that 
hydatid tumours are rare in England. Elliot’s Tropical Ophthal- 
mology treats the subject in some detail. He points out that it is 
common in the Argentine. Cabaut estimated that one in every 4,714 
eye patients were cases of echinococcus of the orbit. This also 
refers to the Argentine. -Demaria of Buenos Aires has also written 
on the subject in the Arch. d’Ophtal. on November, 1916, while 
Cabaut’s paper was published on February 25, 1904. He wrote stating 
that though these cysts may develop in any part of the orbital cavity, 
they generally lie in or about the muscular cone, and he had never 
seen a case either within the optic nerve or within the eyeball. 

. My experience of this condition (eight cases) bears out Cabaut’s 
findings. Those cysts that I have seen are generally on the nasal 
side, and always in the upper fornix. I have also had the same ex- 
perienceas Demaria regarding the absence of any pericystic membrane 
in any of the cases. Seldom has pain been a predominant feature 
of this disease, and in some cases it has been entirely absent. The 
proptosis varies according to the duration of the condition. In the 
early stages there is only some fullness of the upper fornix while in 
the later stages the proptosis assumes such large proportions that 
the patient cannot close the eye, and there is often eversion of the 
lower lid, well marked chemosis, and occasionally ulceration of the 
cornea. Vision is in most cases excellent and I have seen in two 
cases almost normal vision although the patient could not close the 
eye owing to the proptosis. 

The cystic swelling requires to be differentiated from several other 
conditions, the most common being dermoid cyst and the varieties 
of exophthalmic ophthalmoplegia. The cystic swelling is for all 
practical purposes unilateral. The diagnosis may be clinched by 
aspirating the tumour and microscopic examination of the contents 
after the patient has been prepared for operation. If the typical 
hooklets are seen, the needle should be left in place and the cyst 
excised forthwith. 

The treatment consists in removal of the cyst, entire if possible. 
This is an extremely difficult procedure owing to the friability of the 
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cyst wall, and in these eight cases I have succeeded only once and 
my son, R. W. B. Holland has succeeded once. An incision is made 
_ into the conjunctival fornix nearest the tumour. The muscles are 
not usually divided, and blunt dissection enables the operator to 
display the bluish white cystic tumour. The contents are then 
aspirated, and with the needle still in place one half the volume of 
20 percent. formaldehyde is re-injected. An attempt is then made 
to remove the cyst entire with a pair of fixation forceps. If it tears, 
however, recourse must be made to a piecemeal removal. The cyst 
wall has often a very deep attachment, in which case it is difficult 
to be sure that the whole of the cyst wall has been removed. . 

The final result of the operation depends on whether the cyst has 
been removed in its entirety or not. Failing this, mild sepsis anda 
severe reactionary swelling and chemosis are apt to follow, even 
though the wound is drained with a fine rubberglove drain as a routine. 
The vision of the two patients, whose cysts were removed entire, was 
unimpaired. It is impossible to give an opinion of the ultimate 
visual result of the other six patients, because they did not report 
again to hospital after being discharged two or three weeks after the 
operation. 5 

From this series of cases it is evident that the earlier the patient 


comes for treatment the better, since operative removal of a large 
cyst is rendered very much more difficult. 








A LOW POWER INFRA-RED MICROSCOPE 


BY 


T. STUART-BLACK KELLY 


MANCHESTER 


A DESCRIPTION has been given of the application of an infra-red 
viewing system to the penetration of corneal opacities’. The basis 
of the device is a German image converter tube that has the property 
of transforming an image in the infra-red region of the spectrum 
{at about 10,000 A.U.) into a visible image on a fluorescent screen. 
Through the courtesy of the Admiralty Research Laboratory we 
have been able to carry out a similar investigation using the equiva- 
lent British instrument, It has been confirmed that such equipment 
can be used with advantage when assessing the advisability of a 
corneal graft in certain cases. 

Apparatus. The instrument in its present form was originally 
designed for an investigation of the variation of pupi) diameter at 
very low levels of illumination. The viewing device, which can 
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replace the normal binocular microscope on a slit-lamp table, 
consists of a low power microscope incorporating an infra-red image 
converter tube* The latter is a small glass tube containing an 
infra-red sensitive photo-surface and a fluorescent screen. An infra- 
red image focused on the former is transformed into a visible image 
(green) on the latter. A high voltage (6,500 volts) is necessary to 
actuate the converter and this is supplied from a vibrator power 
unit operating from a 12 volt battery. The microscope can be 
mounted on the normal binocular stand using a simple adaptor. 
Overall dimensions of the instrument are 16” X24” diameter. 
Varying layers of filter, absorbing visible light but transmitting the 
infra-red, are fitted over the slit-lamp. 

Application. The improved transmission characteristics through 
a small particle scattering medium of the longer wave-lengths of 
radiation results in improved visibility through certain types of 
corneal opacity using the infra-red microscope. Experience has 
been limited, but results have shown that considerable density of 
cornea can be penetrated by suitable angles of projection and degrees 
of purity of beam. A contact glass improves penetration of a rough 
surface. A Koeppe glass could be tried for retina or vitreous. After- 
cataract penetration varies with the purity of beam. Penetration 
of cataract appears to depend on the chemistry of cataract, not the 
apparent density, ¢.g., if in an opaque cornea the active iris dilates 
well revealing apparently a clear lens, the lens may or may not have 
a secondary or senile cataract. Early normally invisible calcification 
appears to show a strong fluorescence. 

Possibilities are apparent in pathological and clinica) investiga- 


tions. The instrument is easy to use and even less trouble to the 


patient than the visible slit-lamp arrangement. 


Availability. The image converter tubes have now been made 


available commercially and, in addition, the Admiralty are prepared 


to receive enquiries regarding the assembly of complete microscopes 


for use in clinics. Any such enquiries should be addressed to the 
Director of Research Programmes and Planning, Admiralty, Fanum 


House, Leicester Square, London, W.C.2. 
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AERODERMA PIGMENTOSUM WITH AFFECTION 
OF THE EVE* 
BY 
JOHAN SEBO 


NORWAY 


In the present article an account is given of a skin disease with 
ocular manifestations. At the beginning the skin disease was 
diagnosed as lentigenes and the eye-affection was suggested to be 
a melanoma bulbi. Observation of the clinical picture, however, 
and later familial investigations, gave clear evidence of a close 
connection between the two affections, and the condition became 
recognised as xeroderma pigmentosum (x.p.). 

X.p. belongs to the so-called actinic dermatoses, and is a rare 
disease in this part of the world. From the present work it clearly 
appears that in the initial stage of the disease the diagnosis may 
be difficult. Here the condition has been described from its first 
manifestation up to the fully developed clinical picture. 

The term lentigenes has been made to describe from pinhead to 
lentil-seed-sized, brownish maculae, considerably darker than 
freckles. They may be sitting close together or singly, and so they 
may be scattered all over the body. They are not congenital, but 
appear in the growing age. Lentigenes, in contrast to ephelides, 
are fairly uninfluenced by light. 

A melanoma is, according to G. Miescher, a new-growth having 
the power of forming melanin. There are malignant and benign 
forms of these tumours. Distinction is further made between 
epidermogenic and cutaneous forms and those proceeding from the 
mucous membranes. Examples of epidermogenic melanomas are 
naevi spili, ephelides and lentigenes. ‘‘ Mongolenfleck’’ and 
** Der blaue Naevus’’ (Jadassohn) are cutaneous forms. 

Melanomas also occur on the eye, and seem to have three sites 
of predilection : the corneal limbus, the lacrimal caruncle and the 
palpebral border. They may be malignant or benign. A benign 
melanoma may suddenly become malignant, and in these con- 
ditions it has been claimed that external factors (traumas) are of 
some importance in the transition to malignancy. 

Schieck declares that the suspicion of malignancy should be 
specially strong where a macula suddenly begins to grow in an 
individual past the age of 30 years. Special attention should also 
be paid to tumours presenting marked pigmentary irregularities or 





*From the Ophthalmological Clinic of the University Hospital, Oslo. Chief: 
Professor Birger Malling, M.D. Received for publication, January 29, 1948. 
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unusually strong pigmentation. The case is a clear one where the 
tumour infiltrates a considerable part of the conjunctiva, and particu- 
larly in the presence of ‘‘ Abklatsch-metastase,’’ which is no rare 
occurrence. In these forms of newgrowths, other metastases are 
comparatively rare. 

After this introduction, three cases of x.p. with ocular manifesta- 
tions will be recorded. 


Case report 


Case I. M.L., a woman aged 17 years. Previously, she always 
had been in good health, apart from having “‘ freckles’’ on her 
face, neck, arms and legs. As far as she could remember, the 
spots on her skin had always been there, but had presumedly 
increased in size and number during the last years. In summer 
they caused some discomfort, as she was Sensitive to sunlight and 
apt to become sunburnt. In the last years she had suffered from 
photophobia. 

The patient had for several years had a dark spot in her right 
eye. Possibly it had lately grown somewhat larger. It had given 
no trouble, but now she wished to have it removed, mostly for 
cosmetic reasons. 

The tumour was situated at the outer limbus of the right eye, 
extending about 3 mm. into the cornea. As in pterygium a con- 
junctival fold was drawn after it. The tumour showed marked 
brownish pigmentation, but otherwise it resembled an ordinary 
pterygium. (To mention now that the appearance of the tumour 
was the same as that of a newgrowth developing several years later 
at the inner limbus of the same eye, is anticipating the sequence 
of events. See Fig. 8, Plate I1.) 

The location of the tumour at the temporal limbus may seem 
surprising. However, from the literature it is seen that whereas 
some authors insist that a pterygium is always situated on the nasal 
side others also claim the temporal side as a possible location. The 
brownish colour of the tumour was thought to have some connec- 
tion with the otherwise hyperpigmentary condition of the patient. 

The tumour was removed in the usual way, and on examination 
2 months after excision, everything seemed normal. However, 
examination 2 years later, revealed a recurrence of the tumour. 
This is seen in Fig. 4, Plate II. A semilunar-shaped tumour was 
seen at the temporal limbus. At its widest it was about 4 mm. and 
extended over half of the corneal circumference, from “‘ 6 to 12 
o’clock.’’ The essential part of the tumour was lying in the cornea. 
The outward transition from the conjunctiva was even. Prominence 
was about 1:5-2 mm., and it terminated in a greyish-brown wedge 
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under and into the corneal ephithelium. In the middle there was a 
cystic bulging, greyish-brown and with some darker parts. It was 
richly vascularized, moderately hard and not movable against the 
underlying tissue. No ulceration was present. A slit-lamp exam- 
ination revealed the inner border of the tumour as a greyish-brown 
wedge, corresponding to Bowman’s membrane. There wasa 
strong admixture of brown pigment, and brown pigment-dust was 
seen in the cornea beyond the tumour proper. Otherwise the right 
eye appeared to be normal. No pathological changes in the left 
eye. Visual acuity : 5/10 o.dext., 5/5 o.sin. 

This patient, accordingly, presented a dark brown, unevenly 
pigmented tumour at the corneal limbus, evidently a recurrence 
after the tumour removed 2 years earlier, which seemed to be 
steadily invading the cornea. Appearance and course indicated 
malignancy and the probability of melanomalignoma. 

The patient was admitted to the Ophthalmological Clinic of the 
University Hospital, Oslo, for observation and treatment. The 
report of her eye-condition from this clinic corresponds to the 
description above. W.R., v. Pirquet negative. Sedimentation 
rate5 mm. The patient was examined at the Dermatological 
Clinic of the University Hospital with the following result: 
“The skin over the face, the neck, and to less degree over the 
extremities shows pronounced lentigenes. This skin condition 
represents a special form of pigment-naevi and defies treatment. 
It is reasonable to see her melanoma at the corneal limbus in 
relation hereto.’’ In connection with this description, reference is 
made to Fig. 2, Plate I, and Fig. 7, Plate II, clearly illustrating 
the changes in the skin. In Fig. 1, Plate I, the skin-condition is 
specially distinctive. 

Before proceeding to discuss the therapy for the eye-affection in 
this special case, it may be justifiable to make some comments on the 
treatment of melanomas in general. 

The treatment of benign melanomas or naevi pigmentosi is 
essentially of cosmetic nature. For fear of malignancy some authors 
recommend the removal of any naevus. This may be slightly 
exaggerating the danger. But naevi occurring at an advanced age 
and showing irregular or very strong pigmentation, and particu- 
larly when growth commences after repeated irritation should be 
removed. Excision in normal tissue is recommended in fiat, 
scarcely infiltrated growths. Electro-coagulation is also considered 
effective in such cases, whereas X-ray treatment is of no use. 

In melanomalignomas excision has gone somewhat into the 
background. X-ray and radium treatment, electrolysis and 
diathermo-coagulation being preferred. The two latter methods 





Fia. 1. 


Xeroderma pigmentosum. Skin condition. 
Tumour at the limbus. Case J, M.L., 
aged 19 years. 


FIG, 2. Fia. 3. 


Xeroderma pigmentosum. Case 1, Xeroderma pigmentosum. Case 2, 
M.L., aged 19 years. A.L., aged 32 years. 





FiG. 4. FiG. 7. 
Xeroderma pigmentosum. Tumour Xeroderma pigmentosum. Malignant 


at the limbus. Case 1, M.L., aged tumour on the skin of the jaw. Case 
19 years. 1, M.L., aged 25 years. 


Fic. 5. ; Fic. 8. 


The same tumour two months after New tumour of the inner limbus. Case 
treatment with X-rays. 1, M.L., aged 27 years. 


Fia. 6. : FIG. 9. 


The same eye four months after Xeroderma pigmentosum. The shoulder region. 
treatment. X: malignant new growth. Case 2, A.L. 





Xeroderma pigmentosum. Case 3, A.G., aged 18 years. 1, Whitish 
tumour at limbus. 2, Tumour corneal. 3, Carcinoma cutis. 
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are considered the safest. Lately, however, this conception 
has been revised in favour of the X-ray-radium treatment. Evans 
and Leucutica (1931) treated 21 growing naevi, possibly already 
malignant, i.e., of a nature similar to the one described here, with 
massive X-ray doses, with excellent results in all cases. 

It is possible, as mentioned above, that our case of melanoma 
bulbi should be regarded as a melanomalignoma. The excision of 
a piece of tissue for diagnostic purposes might have been desirabie,— 
but was hardly advisable. At the clinic there was some hesitation 
before the choice of therapy, and enucleation was discussed. How- 
ever, it was decided to try X-ray treatment before resorting to this 
radical intervention. In the course of 29/9-21/10, 1938, the patient 
received a total of 4,000 r: single doses of 200 r. The eye was 
irradiated tangentially and laterally. The field of irradiation was 
limited by glass tubes and the skin protected by lead rubber. 

Distinct hyperaemia developed during the treatment. In the 
course of one month, the tumour commenced to subside. About 2 
months after institution of the treatment the tumour had nearly 
disappeared. This clearly appears from Fig. 5, Plate II, showing 
some pigmented spots at the site of the tumour. After another 2 
months practically all traces of the tumour had vanished, see Fig. 
6, Plate II. The corneo-scleral border was somewhat blurred, and 
dilatation of an episcleral vessel was noticed. Slit-lamp examina- 
tion revealed some fine vascular shadows in the cornea and some 
fine brown dust in the epithelium. Otherwise the eye appeared 
normal. Visual acuity 5/5. 

The patient accordingly showed no recurrence during 3 years of - 
observation. The illustrations clearly show the effectivity of the 
local X-ray treatment of the tumour. It might, therefore, be of 
some interest to our colleagues, meeting similar cases, to note doses 
and mode of application. 

At this time the condition was believed to represent a melano- 
malignoma bulbi, intimately connected-with the lentigenes of the 
skin. Later investigations proved the correctness of this connection, 
but on a basis different from what had been presumed. Complica- 
tions from the skin, and not least some familial investigations that 
were made, proved the fundamental disease to be xeroderma 
pigmentosum. 

About 8 years after the removal of the first ‘‘ pterygium ’’ (the 
patient now aged 25 years), a pea-sized tumour developed on her 
right cheek, see Fig. 7, Plate Il. Ulceration started in the centre 
of the tumour, and the ulcer could not be made to heal in spite of 
‘treatment. - The patient was referred to the Roentgen-Radium 
Institute of the University Hospital with the diagnosis : carcinoma 
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basocellulare. The following is seen from her chart: ‘‘ On right 
cheek, somewhat above the mandibular margin, there is an oval 
ulceration, somewhat larger than a pea, with elevated borders and 
a central part covered with a crust.’’ Biopsy proved: carcinoma 
basocellulare. 

The patient received radium treatment. Tube preparation: 2 
tubes of 5 mgm. RaE, Filter: 05 mm. platinum. Radium-skin- 
distance: 5 mm. Intensity in r. per hour: 665 for 54 hours= 
3600 r. 

The result of treatment was good, only a whitish scar being left 
4 months later. 

At this time the patient observed another tumour on her neck at 
the insertion of the sternocleidomastoid muscle. The tumour was 
the size of a hazel-nut, was hard and non-sensitive. Biopsy was 
made and the diagnosis read: carcinoma with regressive changes. 
The patient -was treated with radium : 3 radium needles of 5 mgm. 
RaE. Filter: 1 mm. platinum. Intubation for 42 hours. The 
result was good. But already a few weeks later a gland, the size 
of the kernel of a nut, developed in the fossa supraclavicularis on 
the same side, slightly lateral to the treated area. The gland was 


extirpated and examined : little differentiated carcinoma. 


Later the patient has been treated at the Norwegian Radium 
Hospital, Oslo, for similar tumours of the skin. Here she has 
received treatment with X-ray, and the effectivity has always been 
good. At the present time she has an ulcer on the back of her hand 
consequent to radium-treatment of a tumour in this place. Other- 
wise her general condition was good, and she was continuing her 
usual work. She was now 27 years old. On renewed examination 
her left eye was still seen to be normal. But at the nasa) limbus of 
her right eye there was a dark spot, similar to the ‘‘ pterygium ”’ 
that was removed 10 years earlier, see Fig. 8, Plate 1]. There was 
a triangular brownish area, reaching from the limbus and about 
3 mm. into the cornea. As in pterygium, a fine conjunctiva) fold 
is stretching toward the spot. In slit-lamp examination the spot 


was seen to consist of fine pigment-particles, situated in the epi- 
thelium. Otherwise the eye was normal. Visual acuity 5/5. 


On questioning the patient about her family it was learned that 
her brother is suffering from a similar disease, He has also been 
examined. 

Case 2. A.L., a man aged 32 years. As long as he can 
remember, he has had brown spots on his face, neck and extre- 


mities, similar to those seen in his sister. (See Fig. 3, Plate 1.) 
They had grown somewhat larger and darker in the course of 
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years. He was very sensitive to sun-light and easily became sun- 
burnt. At times he suffered from photophobia. The above men- 
tioned parts were thickly covered with irregular brown maculae, 
from pin-head to lentil-seed size. In some places the spots were 
flowing together into larger irregular fields, as on the right cheek 
and on the forehead. These parts were brownish-black. A great 
part of the maculae resembled freckles. The skin over these parts 
was atrophic with numerous cicatricial spots. Fig. 9, Plate II 
shows the region of the shoulder, with a little malignant new- 
growth. The changes in the skin were identical with those of 
his sister. 

At the age of about 27 years a tumour developed on his neck and 
was effectively treated with X-ray. Some time later an ulcer on his 
left ear was healed by radium treatment. Since then new ulcers or 
tumours often have appeared on his eyebrow, cheeks, on his fore- 
head, at the root of his hair (Fig. 3, Pilate I), and on his arm. 
X-ray or radium treatment has been given with good result. 
Otherwise the patient was feeling well and had been working most 
of the time. 

At the Norwegian Radium Hospital these new-growths had also 
been interpreted as malignant naevus-cell tumours, developed on 
basis of x.p. 

On examination of the patient’s eyes, changes were found, that 
must undoubtedly be connected with the skin-disease. 

O.dext. Close to limbus, corresponding to ‘‘ 9 o’clock,’’ a small, 
distinctly red spot in the conjunctiva was seen, about 2 mm. in 
diameter. On slit-lamp examination it was seen to consist of a 
number of Joca) dilatations of episcleral vessels, The vascular spot 
had been noticed for years by the patient. Otherwise the eye was 
norma). Visua] acuity 5/0. 

Familial Examination gave the following result (see p. 404). 

Ist generation. Photographs of the two, who died at an old age, 
showed normal pigmentation of the skin. 

2nd generation. Photographs of all these, who also died old 
(aged 76, 90, 83, 76 years '), showed normal colours of the skin. 

8rd generation. These two were first cousins, and were now 58 
and 57 years old. They had both normal skin-pigmentation. 


4th generation. This includes 7 children in a marriage between 
first cousins. No. 3 is the patient A.L., and No. 5 the patient 
M.L. As to No. 4, K.L. (29 years old) there was some doubt. On 
her face, especially on the nose and proximal parts of the cheeks, 
there were some brownish spots resembling those seen in the two 
‘patients, The rest of her body showed normal pigmentation of the 
skin. The brownish spots were not distinctly differentiable from 
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Fig. 


Pedigree demonstrating the consanguinity of the parents of the patients 
affected with xeroderma pigmentosum. (Gen. IV: No. 3: A.L., No. #. 
K.L., No. 5: M.L.) 


© Examined. @ Affected. Probably affected. 


ordinary freckles, but with our present knowledge of the disease in 
ber family, the spots will naturally be suspected to be of the same 
character. Nos. 1, 2, 6 and 7 from 4th generation had normal 
skin pigmentation. The youngest one was 20 years old. No. 1 
had a husband to whom there was no blood relationship, and these 
had one child (2 years old). Both of them had normal skin- 
pigmentation. No. 2 was unmarried, and so were Nos. 4, 5, 6 and 
7. No. 3, the patient A.L., was married to a woman to whom 
there was no blood relationship. She and their 2 years old child 
seem as yet to be normal. 

The familial incidence suggested that the disease was hereditary, 
and in all probability due to a recessive gene. The fact, that the 
affected individuals occurred in a consanguineous marriage was a 
strong indication thereof. This conception is in accordance with 
earlier results. | Thus Bering and Barnewitz: Handbuch der 
Haut- und Geschlechtskrankheiten (1932), found that 17-1 per cent. 
of the affected individuals occurred in consanguineous marriages. 
This view is shared by Karl Zieber in his: Lehrbuch und Atlas 
der Haut- und Geschlechtskrankheiten (1928). 
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Ingolf Schidtz, M.D., Oslo, has most kindly brought to my 
notice that a patient suffering from x. p. and affections of the eyes 

“was at the Dermatological Clinic of the University Hospital in Oslo 
in 1920. Detailed information about the patient has been obtained 
from this source: 

Case 3. A.G., male. His journal informs us that he was 
examined by an ophthalmologist at the age of 10, and that a 
whitish blister as big as a pin-head had been present at the inner 
corneal limbus of the left eye for a period of about a year. This 
blister had slightly increased in size. The examination gave the 
following results : 

Left éye. There is congestion of the conjunctival and episcleral 
vessels of the inner part of the eye. At the inner corneo-scleral 
limbus there is a bluish-white, hard, insensitive, cauliflowerlike 
tumour, about 1-2 mm. in over the cornea. The eye is otherwise 
normal. Visual acuity 5/6. 

Right eye is normal. 

The ophthalmologist considered the tumour at that time as 
benign, but wished to excise it all the same. This was not done, 
however, and the patient was lost sight of until he was 18 years 
old. The clinical picture was then quite changed, and the patient 
was sent to the Dermatological Clinic of the University Hospital, 
Oslo. Here he stated that the above-mentioned tumour, in the 
course of the last seven years, had grown to cover the whole eye, 
which became almost blind at the age of 16 years. The patient 
further stated that at the age of 9-10 years, the skin of his face had 
become uneven in places, and that at times the lumps had become 
sores. Some years later, the lid borders of both eyes became sore. 
His condition grew worse during the summer. 

The Dermatological Clinic 6f the University Hospital, Oslo, gave 
the following description of the case (17/3/1920), See Fig. 10, 
Plate If. Large and small telangiectases, angiomas and naevi 
are now visible in the face, on the chin, the neck, the nose and 
less marked on the forehead. These naevi are raised above the 
level of the skin, and have a yellow, wart-like surface. This is 
especially marked on the left lower lid and on the ear. Between 
these telangiectases and angiomas, small scar-like atrophies are 
visible. The lower lid is sore and cracked and has numerous 
telangiectases. On the left lower lid, there is to be seen a crust- 
covered ulceration, limited by a clearly infiltrated zone. 

The patient was examined at the Ophthalmological Clinic of the 
University Hospital, with the following result : The extraordinary 
eye disease presented by A.G. has not hitherto been ‘‘ seen at the 
clinic. His disease must be considered a malign-tumour-like new- 
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growth, epithelioma corneae, perhaps originating in the limbus 
corneae.”’ 

Left eye. Below the external canthus, there are some crust- 
covered uneven sores. The edges of the lids are thick and red with 
sores and crusts, The conjunctival vessels are’ moderately con- 
gested. Numerous blood vessels are visible in the conjunctiva and 
these invade the cornea. Together with the neighbouring parts of 
the sclera, the cornea forms a kind of proliferating tumour-like mass, 
with an uneyen, partly rough surface, greyish-red in colour. 
This mass seems to form a thin shell about 2 mm. thick which 
covers cornea and the nearest parts of sclera to an extent ca. 
15 mm. in diameter. Visual acuity: Hand movements at } m. 
Light projection good. 

Right eye. ‘The lid borders are thick and partly covered with 
crusts. On the upper eyelid can be seen a dark ‘‘ wart ’’ ca. 2 mm. 
in diameter. The conjunctival vessels are congested. At the outer 
corneo-scleral limbus, there is a small whitish pinguecula-like 
condition and a fair number of vessels invade this. Visual acuity : 
5/5. At the beginning of his stay in hospital, the patient was given 
a light cure, and his condition became clearly worse during this 
time. Later on, he was treated with epilation, mercury oxide oint- 
ment and silver nitrate, without any certain effect. 

As the process was advancing in the left eye, enucleation was 
advised.. However, he refused to undergo the operation, and 
returned to his home after a stay of 14 months. 

During his stay in hospital, excision of a piece of tissue from the 
ulcer on the left inferior palpebra was excised for microscopical 
examination. The diagnosis was carcinoma. 

At our request the clergyman in his home district has told us 
his later history as follows: One year after his return home, the 
left eye had to be excised because of the pain it gave him. After 
a second year, the right eye had to be excised for the same reason. 
The malignant new growths spread gradually over the whole face, 
so that he became quite disfigured and he died at the age of 21 
years. 

Familial investigations in this case gave no result of special 
interest. The patient was the illegitimate son of parents who are 
now both dead. No consanguinity between the parents. 


Discussion 


Here the disease xeroderma pigmentosum has been followed 
from so early a stage as to defy certain recognition on a basis of the 
findings in evidence, and up to the fully developed clinical picture 
with serious complications. When additionally, as in cases 1 and 








XERODERMA PIGMENTQSUM 407 


2, the recessive mode of heredity must be considered established, 
the diagnosis must be correct. 

In one of the aboye mentioned cases, malignancy was first 
evidenced in a tumour of the eye. If malignancy had proceeded 
from the pigmented spots on the skin, the diagnosis might have 
been established at an earlier stage. : 

X.p. is a rare disease in this country. In 1939, Professor 
Danbolt of. Oslo demonstrated such a case at the Norwegian 
Dermatological Society. The disease is more frequent in southern 
countries. (See Junes’s work from Tunisia.) 

The disease is congenital and develops under the influence of 
light in the course of the first years of life. According to Bering 
and Barnewitz, different stages are recognisable: 1, Hyperaemic- 
inflammatory stage; 2, stage of brown warts and excrescences; 
3, formation of malignant growths. 

The disease often includes ocular manifestations. Ectropion may 
be seen subsequent to palpebral affections, pigmented conjunctival 
tumours and teleangiectases. Papillomas are occasionally seen at 
limbus corneae and in the cornea proper.- The nature of these occur- 
rences is often malignant, and they will propagate to other parts 
of the eye, with resulting blindness. 

As a rule x.p. is a serious disease, and the patients often die at 
an early age. However, the course may be protracted over years 
and decades, but the prognosis is always grave. 

In the two cases first described, the course of the disease seems 
fairly protracted. Its serious character, however, is seen from the 
frequent formation of malignant new-growths, and from the 
metastasis to a gland in the patient M.L., case 1, 

In the two patients, cases 1 and 2, the disease became manifest 
at a comparatively advanced age, and this may agree with the 
relative benignity in these cases. Literature shows that the earlier 
the manifestation of the disease, the greater the malignancy. 

As seen from the first two cases of x.p., local X-ray and radium 
treatment gave an excellent effect. Accordingly it is important to 
detect the malignant new-growths at an early stage in order to get 
them treated before they spread to other parts of the body. The 
constant re-appearance of malignant new-growths both in the eyes 
and in different places in the skin was arrested by this treatment in 
its deleterious activity. After surveying the course of the disease, 
we can now assume that malignancy was already present at the 
age of 17 in case 1, and of 27 in case 2. These patients are now 
aged 27 and 382 respectively and continue in good health and are 
doing full-time work. 

Case 3 is well suited for a comparison from this point of view 
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with the two mentioned above, as the clinical course seems to have 
been similar. The correct and serious nature of the disease was 
overlooked in both cases 1 and 3, as both of them started with 
relatively innocent looking tumours in the eyes and even the 
changes in the skin showed so few of the characteristics of the 
disease during the first years that they did not give sufficient 
grounds for an x.p.-diagnosis. 

In case 1, a pterygium-like tumour developed in the right eye 
from the age of 15 years. The pigmented spots in the skin were 
thought to be freckles. A tumour in the eye was excised when the 
patient was 17, but already at the age of 19 years she had a certain 
relapse.. This was taken to -be a melano-malignoma. Also then the 
pigmented spots in the skin were understood to be lentigenes. Not 
until the patient was 25 years old the constantly re-appearing of 
malignant new-growths in the skin had been proved malignant by 
microscopical examination, and the disease was finally diagnosed 
as x.p. Proof of recessivity further supported this diagnosis. 

In case 3 a tumour at the inner limbus of the left eye was found 
at the age of ten. The tumour was whitish and was first taken to 
be benign, and not considered in the conjunction with the other 
symptoms from the patient’s skin. It was only when the patient 
was 18 years old that the malignancy of the tumour and its real 
nature were understood, and also in this case, in connection with 
closer examinations of malignant new-growths in the skin. The 
tumour in the eye had now spread over the whole cornea and 
neighbouring parts of sclera. At the age of 16 years, the eye was 
nearly blind. There was now a little whitish tumour at the limbus 
corneae of the right eye. This spread over the right eye in the 
same fashion until that eye also became blind. Both eyes had to 
be excised. Later on, malignant new-growths spread over the 
whole face, and the patient died aged 21 years. 

Thus we see that after a relatively quiet period from 10-18 years 
of age, with changes in the eye which were considered relatively 
harmless, the disease took an exceedingly malignant course. In 
this case, too, there was now no doubt that the fundamental disease 
was X.p. 

If we now compare the results of the treatment of these three 
cases, which were very much alike in their clinical course before 
treatment started, the question naturally arises : Could the develop- 
ment of malignant new-growths have been stopped by early applied 
X-ray or radium treatment also in this third case ? 

As already mentioned, these three cases show that the diagnosis 
x.p. may be difficult in the early stages of the disease, which is 
rare in our country. This is also in agreement with the declaration 
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from the Eye Clinic at the University Hospital, where. it has been 
stated that no case. of this strange eye disease had’ yet been seen 
there. 

There is reason for supposing that the course of the disease in 
our country is less rapid than we usually find in case reports from 
southern countries. In one of our cases we have also seen that 
treatment by light had a distinctly deleterious effect. 


It is thus of importance to see that this disease also occurs in © 


northern countries, and should.be kept in mind. The result will 
be that even in cases of relatively benign looking tumours in the 
eyes, in conjunction with pigmented spots in the skin, the patients 
must be regularly controlled. 

At a final examination of our patients, case 1 showed a new 
pterygium-like tumour of the same kind as the first one removed 
see Fig. 8, Plate II), and case 2 showed pigmented spots and 
telangiectases in the conjunctiva. Both patients are therefore under 
control. In cases 1 and 2, familial investigations show that the 
disease is due to a recessive gene. Apart from local treatment 
eugenic measures must be taken to prevent the spread of this 
serious disease in the family. The members of the family should be 
instructed concerning the mechanism of heredity, and especially 
concerning the influence of consanguineous marriages. 


Summary and conclusion 


The author reports the cases of a sister and brother and a case 
from another family with xeroderma pigmentosum and affections 
of the eye. 

A brief account is given of x.p. and of melanomas in general 
and their treatment. 

The difficulty of recognising x.p. at the initial stage is men- 
tioned. In the first case the correct diagnosis was only established 
after years of observation. The ocular tumour in this patient, a 
recidivation after a removed pterygium-like condition, was thought 
tc be a melano-malignoma and the skin-disease to be lentigenes. 

During the years of observation, at the age of 17-27 years, 
constant re-appearing of malignant new-growths in different parts 
ot the skin and metastasis to a gland were found. The malignancy 
of these were verified by microscopical examination. Further 
examination of the patient’s family revealed the recessive nature of 
the Cone neRs and made it clear that the fundamental disease was 
X.p. 

The brother of the first patient has the same disease. The first 
malignant new-growth appeared here at the age of 27, and later he 
has had many of them at various places of the skin. This patient 
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also presented symptoms from his eyes. Naevi and telangiectases 
were seen in the conjunctiva. 

The excellent result of X-ray or radium treatment in both of 
these cases is shown. The effect of both of them seems equally 
good. Mode and doses are specified. 

Both patients are otherwise feeling well, and are still able to 
_-attend their usual work, and are now aged 27 and 32 years 
respectively. 

The author further describes a third case of x.p..from another 
family. The affection of the eye appeared at the age of 10 years 
as a little whitish tumour of relatively benign appearance at the 
corneal limbus of the left eye. On renewed examination, at the age 
of 18, the tumour had infiltrated the whole cornea and parts of the 
sclera, and the eye was nearly blind. In the right eye there was a 
little whitish pinguecula-like tumour at the limbus. New-growths 
were found in the skin, and the malignancy was verified micro- 
scopically. Only then was the disease recognised as x.p. This 
patient was treated with silver nitrate and mercury oxide ointment. 
He also had a light-cure, which had a distinctly-deleterious effect. 
Both eyes were blind at the age of 20 years, and were enucleated. 
The new-growths spread over the whole face, and the patient died 
when aged 21 years. 

The result of the treatment in this case is compared with the 
results in the two first cases, and the question is raised whether a 
similar treatment with X-ray or radium might not have given a 
more favourable result. The clinical pictures were much alike in all 
three cases before treatment was started. 

X.p. is rare in northern countries, the symptoms are vague in 
the beginning, and it probably takes a more protracted course here 
than in southern countries. 

Special emphasis is laid on the fact that this disease must be 
kept in mind even in cases of seemingly benign tumours in the 
eyes when they appear in conjunction with pigmented spots in the 
skin. 

Finally, mention is made of the eugenic measures that ought to 
be taken in order to prevent the spread of this serious, hereditary 


disease. 
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THE PRESENT STATE OF THE PROBLEM OF 
RETINITIS PIGMENTOSA*t 


BY 
I. Brré 


BUDAPEST 


AFTER the clinical characters of retinitis pigmentosa had been 
defined by the papers of van Trigt, Ruete, von Graefe, Donders 
and Leber, research turned towards the morphology and histology 
(Stock, Suganuma, Ginsberg, Koyanagi, Schieck). Later research 
was directed toward the biological relations of the disease and the 
field of enquiry was considerably extended by the discovery of 
endocrinological factors. Investigations of possible connections 
between retinitis pigmentosa and the pituitary, thyroid, gonads 
and adrenals did not all lead to results of lasting value. But even 
the negative results were important, and the possibilities of endoc- 
rine involvement are now limited to the pituitary and the 
surrounding parts of the diencephalon. 

During the latter half of the 30’s when the part played by the 
pituitary and the hypothalamus became obvious, investigations 
turned to the question of, inheritance. 

The symptoms and groups of symptoms which so frequently 
are associated with pigmentary degeneration of the retina and 
originate within the pituitary and diencephalon suggest 
that these areas must play some part in the origin of the disease. 
The general metabolic disturbances, alterations of the water and 
salt metabolism, the low body temperature, the hypotony and 
cholesterinaemia (Lauber, Levy-Wolff) should be ascribed to 
factors within the diencephalon, and the inhibition of growth, 
adiposity, polyuria, syndactyly, genital hypoplasia, or polydactyly 
(Laurence-Moon-Bied! syndrome) are of pituitary origin. Deaf- 
ness, dumbness, epilepsy, acrocyanosis, Raynaud’s gangrene, are 





* From the Ophthalmological Clinic No. 1, University of Budapest. 
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due to alterations of vasomotor innervation probably through the 
hormone of the posterior lobe of the pituitary (vasopressin) which 
plays a decisive part in eliciting them, and is a cause of the ever- 
present vaso-constriction seen in the fundus. 

The appearance of pigmentation is not simply the consequence 
of an overgrowth of pigment at the site of the atrophy of the 
neuro-epithelium, but is also due to the effect of the melanophore 
hormone produced by the intermediate part of the pituitary which 
regulates pigment distribution. 

It is thus evident that typical retinitis. pigmentosa is, in the 
majority of cases, not an independent ophthalmic disease, but a 
manifestation of a widely branching complex, the nucleus of which 
is the pathologically altered functions of the pituitary and the 
diencephalon, and the hormonal consequences thereof. The 
cerebral symptoms associated with the fundus changes (which are 
in themselves a cerebral manifestation of the disease) correspond 
with the severity of these pathological disturbances of functions 
and secretions. 

Is every case of retinitis pigmentosa an inherited one? The 
observations of Nettleship, Redslob, Franceschetti, Bucklers and 
the author among others, show.that the answer is in the negative. 

Nettleship as early as 1909 showed that retinitis pigmentosa 
could follow the acute exanthemata, loss of blood and injury to 
the blood vessels. Redslob at a meeting of the French Ophthal- 
mological Society (‘“‘ Ophthalmologica,” 1947) showed a girl 14 
months old who, a few days after a fever caused by vaccination, 
lost her eyesight: Her retinal vessels were spastic and her fundus 
anaemic. After some weeks the vision was gradually restored 
but the vessels remained fiarrow and the discs pale. The child 
was otherwise well, and the Wassermann reaction negative even 
in her more distant relations. Two years later an examination 
of the fundus showed typica) retinitis pigmentosa. 

A similar case was reported by Franceschetti, of a ten year 
old patient following vaccination. There was no vascular spasm 
but the discs grew pale, and after some years retinitis pigmentosa 
developed. Biicklers mentions its occurrence after rubeola and 
measles, Moreu after malaria, Sudarev after typhus. Redslob 
in a recent publication states that Lapersonne and Vassaux, as 
well as Kasas, found the histological signs of retinitis pigmentosa 
in the fundi of soldiers who had lost their sight from injuries. 

The author’s own observation concerns a woman of 60 years 
who in the summer of 1946 complained of a recent rapid loss 
of sight in the right eye. Vision was ‘‘ fingers ’’ at 20 inches. 
The fundus of the affected eye showed a marked degree of vascular 
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spasm, both arterial and venous. The disc and furdus were pale. 
No pigmentary changes were visible. There was no history of 
any acute illness. General medical and family history were 
negative, including. Wassermann reaction. After an absence of 
two years she reappeared with the picture of retinitis pigmentosa 
in the right fundus, the left fundus being still normal. I believe 
that in this case the disease is to be attributed to some circulatory 
disturbance of unknown origin. 

One-sided cases have been reported by other observers and in 
only a small fraction of them was it possible to trace a hereditary 





predisposition, and complications referable to pituitary or hypo- - 


thalamus were rarely found. © It may be concluded that accidental 
cases of retinitis pigmentosa following the exanthemata, typhus, 
malaria, wounds, inflammations, persistent vascular spasm and 
nutrition troubles, are not inherited, not of endogenous origin 
and not primarily of ectodermal character; and if the fundus 
picture is the same as that of the hereditary group it can only 
mean that the causation factors—toxins, etc.—specifically upset 
the secretory balance of the pituitary and thereby cause a hormonal 
dysfunction. 

1 therefore share Redslob’s opinion that retinitis pigmentosa 
should be divided into two classes, the first being the hereditary, 
and the second the ‘‘ sui generis’’ autonomous cases. The 
inherited affection, as shown clinically by the cerebral complica- 
tion and histologically by the agreed findings, is primarily a 
neuro-cellular disease of certain areas of tHe brain and retinal 
elements which are structurally and ontogenetically related parts 
of the ectoderm. 

The first group can be further sub-divided into the recessive 
and dominant types. The great majority are of recessive heredity, 
while those of dominant inheritance are of slighter degree and 
are generally free from complications (more than 300 own obser- 
vations). 

The autonomous type are not inherited, and are not systematic- 
ally connected with the central nervous system. 


The sub-division of retinitis pigmentosa into well defined 
groups ought to have beneficial effects on treatment, which has 
hitherto been handicapped by want of knowledge of aetiology. 
The treatment of inherited forms of retinitis pigmentosa is 
hopeless, but that of the autonomous group is much more 
encouraging. The latest form of treatment, that of Filatov, 
should receive due attention. .As far back as 1939 Filatov, in 
4 joint paper with Verbickaja, published favourable results from 


intramuscular injections of suitably prepared cod liver oil. His 
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1949 publication deals with his cornea transplanting methods as 


well as with his new ‘‘ tissue therapy.”’ The essentials of this 
are that suitably prepared and controlled pieces of cornea, 


conjunctiva, liver, skin, cartilage, placenta, even vegetable matter 


like aloe leaf, are transplanted into the skin of the patient or 


beneath the conjunctiva, which substances, according to Filatov, 
act as ‘* biogenic stimulators,” which are not only effective against 
certain ocular diseases but stimulate also the normal functions 
of the eye. His method has been tried out on hundreds of patients 
with such varying disorders as corneal ulcers, trachoma, uveitis 
and retinitis pigmentosa. Of the last, 110 cases have been treated. 
No details of the results are available, but from reports reaching 
us through British and American periodicals (Gordon, Chentsov, 


Lipkina) interest in the matter is justified. Lacking information 


regarding the types of cases treated, the percentage of inherited 
and non-inherited—the forms of investigation with regard to 
aetiology, etc., it is difficult to express an opinion on the merits 
of a method, which cannot be denied originality, 

The possibility of improvement, even lasting improvement in 
the autonomous cases cannot be excluded, but we cannot believe 
in any sort of biogenic stimulation which can alter an inherited 
pathological state of a part of the brain. This must be kept in 
mind by everybody who wishes to pursue a scientific attack on 
the problems of retinitis pigmentosa. 


Summary 


Retinitis pigmentosa’ cannot be regarded as a uniform disease. 

The author emphasises the dual pathogenesis of the disease 
as described by Redslob, namely: (1) inherited; (2) “ sui 
generis ’’ or ‘* autonomous.”’ : 

The inherited group is further divided into those of recessive 
and those of dominant inheritance. 

In contradistinction to the hereditary form the autonomous 1s 
a sequel of the acute exanthemata, inflammations, toxic diseases, 
permanent circulatory impairment, etc., and the hereditary and 
autonomous—have certain clinical differences. 

The latter does not exclude the possibility of permanent 
improvement, but no treatment can be expected to influence the 
inherited disease. 
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A CASE OF KERATOMALACIA CURED BY 
PENICILLIN AND VITAMIN A 


BY 
KAMEL RIZK 


EL-MINIA, UPPER EGYPT 


keratomalacia has not been recorded. For this reason I think that 
the detailed description of a case of keratomalacia treated very 
successfully with penicillin and vitamin A therapy is worth publishing. 


Case Report 


On June 14, 1947, a male rural infant aged two years, was brought 
to my clinic with the following history :— towards the end of a short 
fever, of unknown cause, and of a duration of one week, both eyes 
started to become opaque, and the opacity increased rapidly. He 
was brought to my clinic three days after the onset of the opacity. 
On examination, he was found to be markedly emaciated and severely 
rickety, but he was not apathetic, the temperature was normal, and, 
apart from his eyes, there was no abnormality. Both eyes were 
kept open and blinked at long intervals. The conjunctiva of both 
eyes was dry with small whitish glistening spots on both sides of 
each cornea (xerotic spots). It was white without any signs of in- 
flammation, and there was no discharge or lacrymation. Both 
cornez were markedly ectatic, dry, lustreless and ulcerated without 
any inflammatory reaction, either in the form of dilatation of the 
limbal vessels, or the growth of new vessels towards the ulcerated 
area. The right cornea was very opaque and infiltrated except for 
a narrow clear rim.about 1 mm. in breadth at the periphery. The 
whole cornea. was markedly ectatic, the centre of the cornea pro- 
jecting forwards for a distance of about 4mm. beyond its original 
site, so that the whole cornea became shaped like a cone with a 
flattened top. There was.a transverse elliptical ulcer at the summit 
of the ectasia involving about one sixth of the whole corneal surface. 
The cornea at the site of the ulcer was not very thin except at one 
small spot. By applying a wisp of cotton wool to the cornea, most 
of its surface was found to be insensitive. The ulcerative process, 
per se, could not account for such a degree of ectasia of the whole 
cornea, and there must have been much softening and loss of elas- 
ticity of the whole corneal tissue to account for such a degree of 
ectasia occurring with normal intra-ocular pressure. Owing to the 
ectasia, the anterior chamber was deep, but there was no hypopyon. 





* Received for publication, November 11, 1947. 














As far as I know, the use of penicillin in the successful treatment of 
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The iris was dimly seen through the narrow clear periphery. The 
condition of the left cornéa was generally similar to that of the right 
cornea, so that the above description applies to the left as well 
except that the clear rim at the periphery of the cornea was about 
1°5 mm. in breadth, the ectasia was about 3 mm. and the ulcer was 
about one seventh of the whole corneal surface. 

The absence of any inflammatory reaction, the softening of the 
corneal tissues as indicated by the severe keratectasia, the xerotic 
condition of the conjunctiva and cornea, and the bilateral occurrence 
of the affection as well as the general condition of the patient, all 
these signs made the diagnosis of the case as keratomalacia quite 
evident. Parsons (1934) said ‘“‘ A characteristic feature of kerato- 
malacia is the absence of inflammatory reaction’ and the absence of 
inflammatory reaction in this case leaves no doubt as to the correct 
diagnosis. 

Keratomalacia is rare in Egypt. Its cause is primarily vitamin A 
deficiency, but complication by a microbial agent is sure to occur. 
Treatment should be directed against the microbial agent, for which 
penicillin must be tried, as well as against the vitamin A deficiency 
for which prepalin (Glaxo) injections are valuable. Penicillin therapy 
was started in the form of drops of a concentration of 2500 units 
per c.c. of distilled water. The mode of administration was that 
used by Sorsby (1946) in the treatment of -ophthalmia neonatorum 
with slight modification. ‘Two drops of penicillin solution were put 
in each eye every minute for half-an-hour, then every five minutes 
for another half-an-hour, then every half-an-hour. Apart from these 
penicillin drops and atropine ointment which was applied twice daily, 
no other local treatment was applied. No wash, no hot compresses 
and no protection by bandage were done. General treatment was 
not started. At 6p.m., i.e., seven hours after starting penicillin 
therapy, the periphery of each cornea became less opaque and the 
clear rim increased, slightly but definitely, in breadth. I was so 
impressed by the rapid improvement produced by penicillin that I 
was tempted not to start vitamin A therapy so as to be able to observe 
the sole action of penicillin. And I yielded to the temptation, 
fortunately without ill effect. In addition to penicillin drops which 
were used during the daytime and when the mother happened to be 
awake by night, one injection of 20,000 units of penicillin in oil and 
beeswax was given at 8 p.m. ; 

Next morning the condition of each cornea was better, the opaque 
area growing less and the clear area increasing. Treatment consisted 
in half hourly drops of penicillin and 20,000 units in oil and beeswax 
at 8 p.m. Atropine ointment was twice applied. - The same treat- 
ment was applied for the next two days. 

On June 18, the area of the opaque tissue in each cornea was much 
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less than. when first seen, but the growth of the epithelium over the 
ulcerated area was very slow, and no change was observed in the 
degree of ectasia. I decided toapply both local and general vitamin A 
therapy. Local vitamin therapy wasapplied in the form of a 20 per 
cent. haliver oil ointment with a eucerine base frequently, daily. 
General vitamin A therapy was applied in the form of intramuscular 
injections of 0°5 c.c. of prepalin (Glaxo) twice weekly (100,000 units 
perc.c.). After 24 hours of starting vitamin A therapy the epithelium 
covered all the surface. Penicillin therapy was stopped two days 
afterwards, and only vitamin A therapy, local and general, as well as 
atropine ointment twice daily, were continued. 

On June 25, local dionine ointment 2 per cent. was applied once 
daily in addition to the abovetreatment. This 2 percent. ointment 
was rapidly replaced by 5 per cent. and then 10 per cent. ointment 
once daily, and atropine was stopped. 

In five weeks, i.e., on July 19, there was a dense central leucoma 
in each eye, just covering the pupillary area, the rest of the cornea 
being clear, except for a few vessels growing towards the leucoma. 
All ectasia disappeared and the cornea resumed its original shape. 
Xerosis was cured: Optical iridectomy was not contemplated owing 
to the poor general condition of the patient, and it was thought best 
to consider it at a later date. 


Comment 


This case is a severe one. Its severity is indicated by the above 
description as well as by the short history, probably correct, of three 
days. The prognosis in such cases is very bad. Basil Graves (1936) 
says that usually ulceration of keratomalacia is a bilateral rapid 
process, appearing in the centre of the cornea, leading to necrosis 
and rapid sloughing. He also says that the eye is not injected in 
this disease save when other complications occur (secondary infec- 
tion). Penicillin, however, has revolutionized the prognosis in this 
case and acted dramatically. The response to penicillin in this 
case, when all inflammatory reaction was absent, indicated that some 
micro-organism which was penicillin sensitive, was present at a stage 
when the eye. was not injected. This observation is contrary to the 
statement of Basil Graves mentioned above. However, the delayed 
growth of epithelium and the persistence of keratectasia, both 
responding to vitamin A therapy, point to the true aetiological factor 
in this disease, which is vitamin A deficiency. 

It seems that penicillin should be given a trial in every case of 
keratomalacia, though its mode of administration need not be that 
described above. Certainly the method of subconjunctival injections, 
as described by Sorsby and Ungar (1947), is the best mode of 
penicillin administration in corneal affections. In keratomalacia, 
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subconjunctival injections of penicillin should be combined from the 
start with local and general vitamin A therapy, atropine ointment to 
the eye, as well as with any appropriate general treatment. 





Summary 


A detailed description of a case of keratomalacia in an infant is 
given. Details of the treatment used and the progress made are 
mentioned. 

A comment is made as to the proper treatment of keratomalacia 
with penicillin and vitamin A, with reference to the aetiological 
factors in this disease. 
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ON GENESIS AND OPERATION OF THE CICATRICIAL 
(TRACHOMATOUS) ENTROPION OF THE UPPER LID 


BY 







Prof. A. KETTESY 








DEBRECEN 





MOST operations for trachomatous entropion assume that the cause 
is the progressively incurved tarsus. Accordingly the solution has 
been sought in the straightening out of the tarsus, hence the opera- 
tions of Celsus, Hotz, Nicati, Streatfeild, Snellen, Blaskovics, and 
their many modifications, generally with unsatisfactory results. 

' Kuhnt’s tarsectomy is an exception. 

Observing closely the slow changes of the trachomatous entropion, ‘ 
it is not difficult to state, the turning of the tarsus appears late in 
the trachomatous process, preceded by a long and often stationary 
period, during which the intermarginal surface gradually merges 
with the conjunctival surface of the tarsus. 

The entropion begins with the cicatricial shrinking of the tarsal 
conjunctiva, contracting into the well-known linear scar of the sulcus 
subtarsalis. The shrinking displays a traction in one direction upon 
the fornix, drawing it downwards, inthe other direction upon the inner 
edge of the intermarginal surface. Thus arises the first stage of 
the cicatricial entropion: the rounding off of the posterior edge of 
the intermarginal surface. The line of the openings of the 

Meibomian ducts is directed against the eye. 
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The contraction continues and the intermarginal surface of the 
tarsus is rounded off into the conjunctival tarsal surface. In this 
second stage we see a sharp edge instead of the intermarginal 
surface; skin and conjunctiva are meeting in a line running just on 
to the surface of the eyeball. 

As the contraction still progresses this line is also drawn inside. 
Only in this third stage is the eye coming in contact with skin. In 
very severe cases it happens that we see a fourth and last stage, 
when the tarsus itself has become crooked and deformed. 

The trichiasis is only secondary: the effect of the drawing power, 
running along the surface of the lid reaches the line of the lashes, 


Fic. 1. 


first the hindmost ; in consequence of which the row of the cilia 
opens like a fan (Fig. 1). 

We do not see always the above desesibel regular progress, yet 
the same basic process and one of the stages may be always 
recognised.. 

From these changes the right solution can be deduced: the 
posterior half of the intermarginal surface has to be re-made, — 
possibly of the same tissue and of course to last. There are pro- 


_ceedings that attain some more or less expressed posterior inter- 


marginal surface as a by-result, while the aim has been to straighten 
out the tarsus or to raise the row of the eye-lashes. 

Likewise, it is easy to understand, that all the operations called 
margino- or intermarginoplastics, cannot be of any use for tracho- 
matous entropion. They all presumean intact tarsus and a normal 
posterior half of the intermarginal surface. Kuhnt’s tarsectomy 
removes the support of the tarsal margin, therefore this is turning 
downwards, making a more or less expressed posterior intermarginal 
surface. Blaskovics’ tarsoplasty (inversio tarsi) is the best example 
of the fact, that an operation devised on wrong conceptions may 
produce a good result. 

Blaskovics intended to make an inverse curvature of the tarsus 
by turning it 180 degrees around its vertical axis. Of course this 
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could not lead to any result, but the execution of his idea made a 
tarsal incision necessary, bereaving the lower part of the tarsus of 
its support. As in Kuhnt’s tarsectomy it produced a turning down 
of the marginal strip, uniting more or less rectangularly with the 
superior part of the tarsus. 

We have had the opportunity of performing a long series of 
Blaskovics’ tarsoplasty. From the comparison of the successful 
and unsatisfactory cases and from the interpretation of its manner 


. _ I OSs 
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of acting, we have devised a new operation, the remodelling of the 
intermarginal surface out of the tarsus in a safe and simple way : 

1. The upper lid is everted by Liebermann's sutures. Incision 
of the tarsus in the scar-line of the sulcus subtarsalis. The section 
has to penetrate through the tarsus perpendicularly and must divide 
it completely in its thickness and length. 

2. Three mattress-sutures are inserted into the conjunctival 
margin of the section (Fig. 2). Every loop is about 4 mm. long. 
We take up also some tarsal tissue. 

3. In order to facilitate the turning out of the marginal tarsal 
strip, we make an incision all along behind it, without buttonholing 
the skin (Fig. 3). 
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4. Lid-plate and Liebermann’s sutures are removed, mattress 
sutures arranged, re-armed and brought through the marginal tarsal 
strip. The result depends chiefly on the correct position of these 
sutures. They have to go perpendicularly through the middle of 
the tarsal surface (Fig. 4). 

5. After having them loosely knotted (in order to avoid cutting 
in during the next few days), the diverging ends are brought 
horizontally through the skin of the lid 10-12 mm. higher and 
knotted (Fig. 5). Thus we are preventing the tilting over of the 
new intermarginal surface and secure a thorough over-correction. 

Vaseline dressing under slight pressure is made. Two days later 
the knots in the skin are removed. , It would not be advisable to 


leave them any longer,.they could cut into the lid-margin. The 
intermarginal sutures are removed on the sixth day. 


Immediately after the operation we might consider that we had 
too much of an over-correction. We should never be afraid of it. 
The cicatricial contraction between the two tarsal pieces produces a 
rectangular position in any case; and 8-10 days later we see this 


result. 

I have been performing this operation since 1930 for all stages 
and forms of trachomatous entropion with evenly satisfying result. 
It was published in Ophthalmologica in the year 1939, yet not 
exactly in the form now described, as the “ turning out sutures,” 
and some smaller modifications are newer additions. On the other 
hand the “folding sutures” proved to be superfluous, There! 
have presented photographs too; unfavourable changes in our life 
since that time have prevented further photographic recording. 

In the above mentioned publication I have already pointed out 
that there are important differences between my proceeding and 
that of Panas, Sie-Boe-Lian, and Miric, who also make an incision 
in the sulcus subtarsalis and strive to attain rectangular apposition 
of the two tarsal pieces. 

Lastly I would lay stress on the fact that I have had bad 
experience with all kinds of beads, rolls and any other pads laid 


below the knot in order to avoid cutting in of the sutures as it has 
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been so often recommended for the lid-margin. They all lead too 
easily to depressions or decubital ulcers, on the lid-margin which 
are particularly disfiguring. The exact but not tight simple knotting 
is the safest. way, according to our experience. 
















CONTRIBUTION TQ DATA ON SIGHT DISTURBANCES 
CAUSED BY PROLIFERATION OF 
PIGMENT EPITHELIUM* t 
(An unusual complication after cataract extraction) 


BY 








MAGDA RADNOT 






BUDAPEST 


SIGHT disturbance of patients suffering from iridocyclitis and 
glaucoma may be caused by pigment deposits on the capsule of the 
lens. 

In the case of iridocyclitis, especially when enlargement of the 
pupil is not performed in time, granulated pigment is found some- 
times on the place of the synechia posterior. Thisisa remainder of 
the pigment epithelium. Correspondingly a lack of pigment may 
arise in the iris. After a time the pigment on the capsule of lens 
may gradually disappear. 

It is well known that in the case of glaucoma the pigment of the 
iris may be scattered as this fact is mentioned as one of the causes 
for glaucoma. In such cases lots of pigment may be observed partly 
on the posterior surface of the cornea partly on the capsule of lens. 
In eyes treated for a long time with pilocarpine, pigment cysts are 
developed, pictures of them can be seen in Vogt’s atlas. Pupils 
constantly contracted with pilocarpine, if they are allowed to enlarge, 
or are enlarged if possible with tonogen (adrenaline) show a sur- 
prising amount of pigment deposited on the capsule of the lens. 

A remarkable and generally known change is that of the pigment 
epithelium of the iris and ciliary body in case of diabetes. The 
pupillary pigment layer is swollen and grey instead of being black 
as may sometimes be observed with a slit-lamp. This depigmenta- 
tion is easily to be distinguished from injury or inflammation-caused 
depigmentation. This latter is usually discontinuous compared with 


the homogeneous depigmentation known in cases of diabetes. The 
aqueous humour of the anterior chamber flowing away at cataract 


* From the No, 1] Eye Clinic of the University of Budapest (Chief ; Professor T. 
* Noénay). 
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extraction may contain —as is well known — grains of pigment from 
the pigment epithelium. The same can be observed exceptionally 
with aged patients. Accumulation of glycogen and water in the 
pigment epithelium is the cause of the above described changes. 

Serious disturbances of sight may be caused by proliferation of 
the pigment epithelium in case of after cataract and very seldom the 
structural change called “‘ Pigmentnachstar ” (Briickner) in German 
literature can be encountered. This is the case when the surface of 
the pupil is covered by a brownish-black layer. The layer is the 
cataracta secondaria which has a pigment deposit on its surface, but 
as histological examination revealed it is a result of proliferation of 
the iris’ pigment epithelium (Mans.). 

A case essentially similar to the above description was observed 
without the presence of after cataract, proliferation of the pigment 
epithelium being found on the surface of the vitreous. 

F.S. (:964-1947) woman aged 83 years had-a cataract extraction 
on the left eye. Sight of the right eye was still perfect and therefore 
she used thiseye. She did not get a glass for her left. She started 
to lose her sight 4 years ago and her sight is very bad this last year. 

Status on entering the clinic: Right eye: perception: 5 m. © 
localization : good... Left eye: counting fingers in 1/2 + 10 D. 

Right eye: conjunctiva thin, pale. Lacrimal organs: no abnormality. 
Cornea smooth, shining. Chamber normal, aqueous humor clean. 
Pupil average large, good reaction. Iris without irritation. Lens 
homogeneously grey. No red reflex. Intra-ocular pressure 
15 mm. Hg. se 

Left eye: conjunctiva thin, pale. Scar at the limbus after 
cataract extraction with iris attached to the cornea but not the 
pupillary edge so that the pupil is round with good reactions. At 
12 o’clock basal coloboma in the iris. Iridodonensis. No after 
cataract can be observed even with enlarged pupils. Pupil and 
coloboma dark brown, with faint red reflex, Tension 15 mm. Hg. 

Blood pressure 175/85 mm. Hg. Urine: alb., sugar, pus, negative. 
Hearing of patient is weak, medica) diagnosis ; arteriosclerosis. 

Intra-capsular cataract extraction with complete iridectomy was 
performed being accompanied by slight bleeding from the vessels of 
the iris, which was not absorbed during the 10 days of clinical 
treatment. With atropine and poultice ordered, the patient was sent 
home. Ten weeks after the cataract extractton, sight of the right 
eye was 5/5. Vessels of retina sclerotic, otherwise normal. Left 
eye: as above described. 

Examination of the left eye reveals immediately the brown colour 
of the pupil, which focally lighted seems to be a growth, its surface 
being convex, but even focally lighted or with scleral (Lange) lamp 
it is translucent, though keeping its brownish colour especially in the 
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inferior part of the pupil, it may be seen that there is only a thin 
brown layer, 

Magnified by slit-lamp this seemingly simple brown layer is seen 
‘to cover the surface of the vitreous, and the homogeneous surface 
shows its moss like composition. 

How far this pigmentation reaches behind the iris cannot be 
stated. It can be seen all over the surface of the vitreous when the 
pupil is maximally enlarged. 


Fie. 1. 


The question is how to explain this structural change. 

It is obvious that a pigment layer covers the vitreous as it does in 
‘the case of a pigmented after cataract. In the case of the pigment 
secundaria the fact is easily understandable. Remainders of lens 
get easily into connection with posterior layers of the iris. In case 
of cataract extraction complicated by inflammation, the iris may be 
attached to the vitreous. Thus we have to assume in our'case that 
the iris epithelium got into contact with the vitreous layer the 
epithelium injured somehow started to proliferate and covered the 
anterior surface of the vitreous. The assumption is that some dis- 
turbance of healing had occurred as in our case anterior attachments 
are to be seen to the nasal part of the basal coloboma (See Figure). 
The pigment epithelium of the iris seems to have been injured 


while cutting or at the reposition of the iris. 
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Summary 


An unusual complication was observed which developed after 
cataract extraction. j 
After intra-capsular cataract extraction with a round pupil in a 
woman of 83 years, the surface of the vitreous was covered by a 
pigment layer, similar to pigmented after cataract (so called Pigment- 

nachstar) causing her serious sight disturbances. 
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A CASE OF PYOCYANEUS RING ABSCESS OF THE 
CORNEA TREATED WITH STREPTOMYCIN * 


BY 
: J. MASCHLER 


HAIFA 


RING abscess of the cornea is a rare and always a dramatic event 
for the oculist. Its treatment until a few years ago was a most 
ungrateful task. Since the appearance of the sulpha drugs and the 
modern, antibiotics new hopes have arisen. The number of cases 
published since then is so small, however, that I may be justified in 
reporting a favourable effect of streptomycin treatment on a ring- 
ulcer caused by pseudomonas aeruginosa (B. pyocyaneus). 


Case History 


The 15 years old apprentice M. St. was hurt on August 15, 1947, 
by a tiny splinter of iron which stuck in the superficial layers of his 
right cornea near its centre. It did not hurt him very much, and he 
appeared in the eye-infirmary of the worker’s Sick Fund only two 
days later. There was already a small infiltration around the foreign 
body which was easily extracted. He received atropine, hot 
poultices were ordered, and when he came back the next day, there 
was no change for the worse. I, myself, saw the patient only on 
the third day of treatment, when he told methat during the previous 
night he had felt unbearable painsin the hurt eye which had become 
blind during the last few hours. The eyeball was highly irritated, 
the whole right cornea, save a narrow peripheral rim of 1 mm., was 
occupied by a large abscess, the central part of which was slightly 
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transparent. A hypopyon filled a quarter of the anterior. chamber. 
The green-blue hue of the pus immediately raised the suspicion of 
a pyocyaneus infection, and it was confirmed on the next day by 
culture. As I had no streptomycin at my disposal I provisionally 
used penicillin. 100,000 units of pure white penicillin were dissolved 
in 2 c.c. distilled water, half of it was injected under'the conjunctiva, 
the anterior chamber was punctured, the hypopycn removed, and 
two drops of the solution introduced into the anterior chamber. 
The remaining content of the vial was injected intramuscularly, and 
in addition 500 units of vitamin C into the cubital vein. The patient 
was admitted to hospital, hot cataplasms, atropine, and 6 grms. of 
sulfadiazine daily were prescribed. The father of the young patient 
with much difficulty succeeded in getting hold of 5 ampoules of 
streptomycin within two: hours, and from then on it was applied 
every 3 hours intramuscularly, instilled into the eye hourly, and 
injected under the conjunctiva daily, On the second day of his 
stay in hospital 2 drops of the streptomycin solution (2,500 units) 
were introduced into the anterior chamber. This procedure was 
much more painful than introducing penicillin, but no doubt it was 
more useful. The patient received totally 1 grm. streptomycin daily, 
and in addition repeatedly powdered boric acid and sulphathiazole 
into the conjunctival sac, and sulfadiazine per os 6 grms. daily. 

After the beginning of this intensive treatment, the purulent 
corneal infiltration did not proceed further, though the anterior 
chamber kept on filling with thick pus. On the third day of strep- 
tomycin treatment only, when a broad Saemisch’s section was 
performed, the corneal infiltration rapidly declined. Two days 
later marked regression of the whole inflammatory process was 
established. The cornea became more lustrous and transparent, 
and the clear peripheral zone, chiefly in its upper part, broadened 
to2mm. The top margin of the atropine-widened pupil became 
visible ; the patient was able to distinguish hand movements before 
the eye, and light projection was correct; tension -1. The patient 
remained in hospital for two more weeks. When dismissed he 
still had slight ciliary irritation, the cornea appeared somewhat 
flattened and to a large extent occupied by a leucoma, through whose 
more translucent centre the pupil was distinctly visible; the cornea 
regained its normal lustre, and on the nasal side there was a 
_ peripheral anterior synechia. Tension was at first —1, but a few 
days later secondary glaucoma appeared which ultimately compelled 
me to antedate the already contemplated iridectomy. It was 
performed ab externo on October 16, 1947. After an uneventful 
post-operative course, the tension dropped to normal. Vision for 
- the moment is finger-counting only, in spite of a broad coloboma ; 
though its further improvement may be expected. 
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Comment 


It seems clear that the quick control of the fulminating infection 
was brought about by the intensive streptomycin therapy. Five 
grms. of it were applied systemically in the course of 5 days, 
apart from the initial dose of 100,000 units of pure white penicillin, 
and 36 grms. sulfadiazine during 6 days. In addition streptomycin 
was given twice subconjunctivally and once into the anterior 
chamber. 

In order to make sure that streptomycin was the effective factor, 
the strain of pyocyaneus was tested in the bacteriological laboratory 
of Dr. W. Hirsch for its sensitiveness to streptomycin. It became 
evident that 500 units were able to check the growth of the bacteria, 
whereas 50 units still allowed it. 

The publications about therapeutic effects in pyocyaneus infections 
in the era of sulpha-drugs, penicillin and streptomycin are rather 
sparse and it appears that we have still not got over the stage of 
tentative trials. The effect of even high doses of sulphathiazole 
against pyocyaneus meningitis was not encouraging'. The same 
applies to penicillin which finally was summed up as inefficient 
against pyocyaneus in most handbooks. The case of Alpert 2, how- 
ever, shows that it is not always true. He succeeded in stopping a 
ring abscess of the cornea caused by pyocyaneus and staphylococcus 
aureus haemolyticus with intracameral injection of only 75 units of 
penicillin, though’ in combination with sulfadiazine and typhoid 
vaccine within a week. Owens? reports in August, 1946, a ring 
abscess of the cornea caused bv Escherichka coli which he was able 
to stop by hourly instillation of streptomycin. 

Adcock and Plumb‘, and Pool and Cook® report in two very 
instructive papers on the influence of streptomycin on infections of 
the urinary tract caused by a mixed flora of aerobacter aerogenes, 
B. coli and B. pyocyaneus. They pointed out that although in all 
their cases fever and pyuria promptly subsided, only the aerobacter 
group quickly disappeared in the urine, whereas B. coli and B. 
pyocyaneus were found a long time afterwards. They conclude 
that both B. coli and B. pyocyaneus respond to streptomycin ona 
limited scale only. 

Just because of the many discrepancies contained in the reports 
mentioned above, I have felt obliged to add my case to the small 
number so far recorded. 
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IRIDODIALYSIS 


OPERATIVE TREATMENT OF FIVE 
CASES OF IRIDODIALYSIS* 


BY 


SUREYYA GORDUREN 


ANKARA 


TRAUMATIC iridodialysis is not uncommon. It disturbs,the patient 
because of the cosmetic and functional defects, such as dazzling, 
decreased visual acuity, and unilateral diplopia. Hence early treat- 
ment is necessary. 

Although operative treatment was first performed by Amedée 
(1866), and later by some other ophthalmologists, it did not attract 
attention and general interest till Golowin (1917). 

Iridodialysis may be single and so small as to be hardly seen by 
the naked eye, or large and multiple. The minute dialysis is often 
covered by an arcus senilis or the upper lid, and is not visible. Those 
that are new and without any disfigurement in the pupil may be left 
and no operative treatment is necessary. 

Cases of total dialysis do not require surgical treatment so long as 
they do not develop secondary glaucoma. 

In the operativetreatment of iridodialysis many procedures are 
put forward. They may be divided into two general groups: 

1 — Operations which are based upon the incarceration of iris 
root between the lips of a keratome incision or impinging the iris 
root against the posterior surface of thé cornea by means of 2 or 3 
sutures (van Lint, Key, Jameson). 

2— Those which are based upon grasping and pulling the iris 
root between the lips of a keratome incision with an iris hook or 
forceps, and performing the operation without any suture (Golowin). 

The following five cases have been treated with some modification 
of the Golowin operation. 

After local anaesthesia a ietstinie incision is made just on the 
level of the iris root and parallel to its anterior surface. The 
knife is slowly withdrawn and the iris root allowed to come 
between the lips of the incision with the outflow of aqueous humour; 
then with two spatulae slight adjustments are made to keep the iris 
root evenly in the lips of the wound.» Atropine solution of 1 per 
cent. is instilled, and both eyes are covered. Next day there was 
no dialysis. There was a slight groove in the pupil ofthe first case 
(Fig. 2), while in the second there was no difference “between the 
operated and normal eyes (Fig. 4). 

The day after operation we allowed the patients to ‘sit up in bed, 
with their back reclining on the pillow, the third day allowed them 
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to walk in the room, and the seventh day opened the ‘eye and let 
them resume their work. 

In the third, fourth and fifth cases the dialyses were larger and very 
old (3-12 years). The iris root which we tried to insert between the 
the lips of the wound by means of a spatula easily escaped. We 
therefore inserted the iris hook between the iris and the lens and 
caught it in the central part of dialysis just close to the iris root ; 
brought it between the lips and, moving the hook laterally, let the 
hook freei Then using the spatula, the lateral parts of the iris root 
were stroked between the lips of the wound ; atropine was instilled, 
and both eyes were closed. : : 
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In cases where the first procedure is not possible, the second pro- 
cedure consisting of pulling the iris root with an instrument, is 
applied. There is the danger of damaging the lens. For this 
reason I prefer to catch the iris from behind with the tip of the 


f 


FIG, 7. 


hook upwards. To use iris forceps seems more dangerous for the 
lens. 

Although iridodialysis was corrected in the last three cases, it left 
a deep grove in the pupil margin (Figs. 6, 8, 10). 

We believe that the ‘first method is preferable to the others. Here 
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there is no danger of damaging so fine a tissue as the iris by grasping it 
with iris forceps or hook. This method is also safe for the lens, 

In this method the iris root having been incarcerated evenly and 
in a smaller exent the pupil has a more regular shape compared 


Fic. 9. 


with the cases where a sharp groove is caused by traction with 
forceps or hook. , 


- Wheeler (1934) recommends avoiding an operation on irido- 
- dialysis, unless there is a good reason for it, and even then adopting 


a simple method. 
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Encouraged by the simplicity of the arbiaitos procedure, and by 
good cosmetic and functional results, we believe that the operative 


treatment of iridodialysis is necessary. 


Case reports 


(1) O.S.,a young man aged 21 years, complained of dazzling 
and poor vision of the left eye. Three months ago a stone 
struck his left eye. 

There was an iridodialysis in the left eye about at 11 o'clock 
meridian (Fig. 1). There were traumatic lens opacities, and partly 
atrophic pigmented patches in macular region. He could count 
‘fingers at 1/2 metres distance. After operation dialysis was 
corrected (Fig. 2), he could count fingers at 1°5 M., and there 
was no dazzling. 

(2) 5.U.,a young man, aged 22 years, complained of monocular 
diplopia and a poor vision in the left eye. Three months ago a 
stone had struck his left eye. There was an iridodialysis at © 
o’clock meridian (Fig. 3). ‘There were traumatic lens opacities and 
pigmented patches in the macular region. He could count fingers 
at 1/2 metres distance. After operation iridodialysis was corrected 
(Fig. 4), vision 10/200, and no diplopia. 

(3) H.K.,a young man, aged 22 years, complained of dazzling in 
the right eye. Ten years ago a piece of iron had struck his right 
eye. There was an iridodialysis at 6 o’clock meridian (Fig. 5), 
vision 20/25. After operation dialysis was corrected (Fig. 6), vision 
20/20, and no dazzling. 

(4) §. D.,a young man, aged 22 years, complained of dazzling 
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in the left eye.. Three years ago the butt of his fowling-piece. hit 


him on his left eye. 

There was an iridodialysis at 4.30 o'clock meridian (Fig. 7), 
vision 20/25. After operation dialysis was corrected (Fig. §8), 
vision 20/20, and no dazzling. 

(5) M.K.,a young man, aged 20 years, complained of dazzling 
‘and poor vision in the right eye. Twelve years ago a piece of stone 
had struck his right eye. There were two iridodialyses, separated 
from one another by a narrow bridge, one at 5.30 and the other at 
6.30 o’clock meridian (Fig. 9). There were traumatic lens opacities, 
vision 20/100. Three operations were performed. Now no dialysis 
(Fig: 10), and no dazzling. Visual acuity same as before. 
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SIX CASES OF SCINTILLATIO ALBESCENS* 


BY 








SUREYYA GORDUREN 






ANKARA 


SCINTILLATIO albescens is one of the endogenous deposits in the 
vitreous. The latter, as a whole, is not frequent. Dor found 32 


cases in 82,732 patients, and Westphahl 40 cases in 65,000. 

They were known even in pre-ophthalmoscopic days, but until 
Benson (1894), little was known about the types of the disease. 
He divided them into two groups: . 

1. Asteroid hyalitis. 

2. Synchisis scintillans, 

The former type occurs in normal vitreous, and consists of white, 
spherical) bodies; while the latter occurs in a fiuid vitreous and 
appears as sparkling gold particles. 

The cases to be described are typical examples of the first group. ' 

1. R.G.,a man, aged 58 years, complaining of weakness and tif 
weariness, was admitted to Giilhane Hospital. He was suffering Vi 
from a mild diabetes for 16 years, and was leading his normal life 
with a mild diet. ) 

5 His last blood serum examination revealed, when hungry, 248 mg. He 
per cent. of glucose, this rose to 325 mg. when given 90 g. of glucose, 

















* Received for publication, Cctober 15, 1947. 
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and to 356 mg. after a second dose of 50g. Arterial blood pressure 
70/145 mm., red and white B.C. count, blood picture, and internal 
organs were normal. Mantoux test and Wassermann reaction were 
negative, sedimentation rate 5 mm.; blood serum nitrogen within 
normal limits, cholesterin 208 mg. per cent., no abnormality in liver 
function. 

The eye examinations showed a cuneiform cataract in both eyes, 
vision being 20/20. The ophthalmoscopic examirfation made after 
the pupil had been dilated revealed the presence of small, disc- 
shaped or spherical white opacities, waving with the movements of 
the eye. They were too small to be seen by transmitted light. 

Slit-lamp examination showed the presence of highly dispersive 
opacities. . They had a golden gleam and looked larger than the 


Fic. 1. 


real size; while examination of each opacity by direct focal illumina- 
tion revealed the fact that they had a dead white colour (Fig. 1). 

They were discrete or marshalled in strands or had _ peculiar 
figures resembling an acacia leaf ora bunch of grapes, which moved 
with the movements of the eve, but returned to their original place 
without settling to the bottom of the vitreous chamber. 

The vitreous of the left eye had a normal appearance. 

2. F.O.,a man, aged 65 years, was first examined on July 15, 
1946. He complained that his left eye had poor vision. He had 
an incipient cortico-nuclear cataract, and a refractive error of —4.0D. 
in both eyes. The left fundus revealed superficial retinal haemorr- 
hages and yellowish white patches just above the macular region. 
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The fovea had a pale yellowish colour and there were small pigment 
dots around it. As to the visual acuity after correction, the patient 
could count the extended fingers at one metre with his left eye ; 
while that of right eye was 20/50. 

On careful examination, after the pupil had been dilated, the 
.presence of fine pigmentary disturbances Were also seen in the right 
macular region (senile macular degeneration of Haab). 

During ophthalmoscopic examination, gleaming spots were 
observed in the vitreous of the right eye. Slit-lamp examinations 
confirmed the presence of asteroid bodies. Here, unlike the first 
case, the anterior part-of the vitvesias was practically free from the 
asteroid bodies. 

The patient had no systemic disorder. Urine analysis showed 
nothing pathological. Arterial blood pressure 90/150 mm.; X-ray 
examination of the chest revealed nothing pathological. Mantoux 
test and Wassermann reaction were negative, and sedimentation 
rate 4mm. Blood serum sugar within normal limits, nitrogen 
28 mg. per cent. and cholesterin 230 mg. per cent.; no abnormality 
in liver furiction. 

3. A. D.,a woman, aged 51 years, was seen on November 18, 
1946. 

There was incipient senile cataract in both eyes, and several 
posterior synechiae and a secondary glaucoma in the right. Visual 
acuity, R. 10/200, L. 20/60. 

There were asteroid bodies in the left vitreous. 

Urine analysis showed nothing pathological. Arterial blood 
pressure 85/160, and internal organs were normal. Mantoux test 
and Wassermann reaction were negative. Four infected teeth were 
removed. Blood serum nitrogen 22 mg. per cent., sugar 85 mg. 
per cent., and cholesterin 225 mg. per cent. Liver function test 
revealed nothing pathological. 

4. Z.O., a man, aged 52 years, seen on February 5, 1947. 
There was immature senile cataract and a refractive error of — 1°0 D. 
in both eyes. Vision after correction, R. 20/30, L. 20/200. 

There were typical asteroid bodies in the right vitreous. 

Wassermann reaction and Mantoux text were negative, sedimen- 
tation rate 3 mm., internal organs normal, arterial blood pressure — 
110/210. No focal sepsis. Microscopic examination of urine 
sediment revealed several erythrocytes. Blood serum nitrogen 
37 mg. per cent., sugar 128 mg. per cent., cholesterin 150 mg. per 
cent. Liver function test showed no abnormality. 

5. Z.O.,a woman, aged 63 years, seen on February 19, 1947. 
There was an incipient senile cataract in-bdth eyes, multiple 
haemorrhagic patches in the left fundus, and a circinate retinopathy, 
secondary optic atrophy and typical asteroid bodies in the right eye. 
Vision, R. perception of light, L. after correction, 20/50. 
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Wassermann reaction negative, Mantoux test slightly positive, 
sedimentation rate 40 mm., R. and W. B.C. count and blood 
picture normal. Blood serum sugar 107 mg. per cent., nitrogen 
27 mg. per cent., cholesterin 195 mg. per cent. There wasa slight 
albuminuria. Liver function test showed no abnormality, 

6. S. B., a woman, aged 50 years, seen on May 20, 1947. There 
was no ocular abnormality but a slight degree of hyperopia. Visual 
acuity after correction 20/20 in both eyes. 

Internal organs were normal. Arterial blood pressure 120/220, 
Wassermann reaction negative, Mantoux test slightly positive, 
sedimentation rate 25 mm. There was alveolar pyorrhoea, and 
slight albuminuria. . 

Blood-serum sugar normal, nitrogen 40 mg. per cent., cholesterin 
202 mg. percent. Liver function test revealed nothing pathological. 


Benson named this disease asteroid hyalitis. But the term of 
“‘hyalitis”” is inappropriate, hence asteroid bodies is a better one. 
Argyll Robertson described this condition as ‘‘ snowball opacities” 
and Wiegmann called it “ scintillatio albescens or nivea.” 

According to the existing literature the disease is not common. 
Rutherford (1933) collected the records of 56 cases from the 
literature. 

During a period of less than a year, we have seen six cases out of 
14,350 eye patients. So it seems to be more frequent than is generally 
recognised. It is frequently overlooked, since it does not give any 
subjective symptom. 

We have noticed that even the least visible cases can easily be 
detected by observation of several gleaming points in the ophthal- 
moscopic field. But usually they are confused with the light 
reflecting from the anterior face of the lens and cornea. Hence 
they do not attract attention. 

Scintillatio albescens is a disease of old age. The age of incidence, 
as seen in the literature, varies from 30 to 84, the average being 60. 
Our cases varied between 50 and 65. According to the records in the 
literature the disease is three times as common in males as in females. 
In our cases both sexes are equally affected. All of our cases are 
unilateral, 5 out of 6 being in the right eye. 

Some authors had the opportunity to examine chemically and 
histologically the asteroid bodies ; all agree that they are composed 
chiefly of calcium soaps. 

An association with some general disease (arteriosclerosis, neph- 
ritis, diabetes, syphilis, tuberculosis) 6r local disease (choroiditis, 
cyclitis, retinal haemorrhages or thrombosis) has been claimed. But 
in some cases no general or local disease can be discovered. 

In the six cases under consideration, we found an association with 
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diabetes in one case, with hypertension in 3 cases and with focal 
infection in one case. No general or focal disturbances could. be 
found in any. 

As to local disturbances, in one case there was no disturbance 
except a slight hyperopia. in 5 cases there were cataracts of incipient 
or immature stages. This was associated with senile macular 
degeneration in one, and circinate retinopathy in the other. 

In the majority of cases, the cholesterin content of the blood, 
although within normal limits, was somewhat increased. 

Possibly some changes in the composition of the blood may cause 
the deposition; and local disturbances may act as a precipitating 
factor. Thus association with some general disturbance or focal 
infection, structural changes of the lens, circinate retinopathy, or 
senile macular degeneration may be the cause of deposits. But 
since the lens changes and macular degenerations are bilateral, the 
monocular incidence of scintillatio albescens needs some further 
explanation. 

We applied treatment according to the general or local disturb- 
ances, but could not see any improvement in the fundus picture. 
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CONGENITAL CYCLOPIA AND ORBITAL CYST 
TOGETHER WITH OTHER DEVELOPMENTAL 
ANOMALIES ON THE SAME SIDE 
OF THE FACE 


BY 


F. PAPOLCZY 










BUDAPEST 





ACCORDING to Seefelder there are four groups of developmental 
anomalies of the whole eyeball : 
(1) Mikrophthalmus congenitus; 
(2) Anophthalmos congenitus ; 
, (3) Mikrophthalmos seu anophthalmos congenitus et cysta 
orbitae ; 
(4) Cyclopia. 
Congenital anophthalmos is mostly a developmental anomaly of 
both sides, more rarely of one side only, according to literature. 














*Communication of the Municipal St. Stephen Hospital of Budapest, Ophthal- 
mological Department (Chief physician: F. Papolczy, M.D.). Received for 
publication, April 12, 1948. 
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The rudiments of the eyeball, however, can nearly always be 
found by clinical or by microscopic examination of the soft parts 
of the orbit. For this reason it is impossible to distinguish exactly 
extreme degrees of congenital microphthalmos from anophthalmos. 
This anomaly is nearly always to be seen together with an orbital 
cyst. The cyst is sometimes so large that it causes the eyelid to 
bulge, in other cases so small that it can only be detected by 
microscopic examination. It mostly forms under the lower lid. 

Congenital anophthalmos is a_ hereditary developmental 
anomaly. It was sometimes found to be a consequence of inter- 
marriage. In other cases secondary injuries to the embryonal 
development of the eyeball must be taken into consideration, which 
may be any sort of injury, even such as caused by experimental 
research work. 

Microscopic examination of the orbital cyst shows that this is 
of ectodermal origin. It develops in the primary optic vesicle 
or in the already developed optic cup. When the cyst has 
developed in the primary optic vesicle, there are but one or more 
coherent cavities to be found which are filled with a mucuous 
secretion rich in albumen. They are lined with a tissue which 
resembles the retina or the pigment epithelium, sometimes similar 
to glia. If the cyst originates from the already developed optic 
cup it. generally grows very large, and the microphthalmos or 
rudiment of the eyeball may be found in the orbit. 

On February 14, 1947, a boy infant of ten days was sent from 
the children’s ward of the St. Stephen Hospital to the ophthalmo- 
logical department for examination. 

Ophthalmological report: on the right side, above the inner 
canthus, starting from the inner third of the upper lid, a thick, 
proboscis-like structure, 35 cm. long and 1-1-2 cm. wide hangs 
down parallel to the nose into the sulcus nasolabialis, its lower 
end showing a navel-like, deep depression. The lower lid is violet- 
blue, greatly enlarged, hemispherically protruding and like an 
air-cushion to the touch. It is almost impossible to open the 
palpebral fissure. There is no eyeball. In its place a conjunctival 
sac pressed upwards from below is visible. Besides, the baby has a 
hare-lip and cleft palate. The left side is normal. 

R6ntgen picture: The right orbit is narrower, in it an increase 
of shadow about the breadth of a finger from above-outside down- 
wards towards the middle which entirely fills out the orbit in the 
profile picture. 

Operations: On February 17, the proboscis-like structure was 
removed, on May 17, we excised the cyst which was situated under 
the lower eyelid. It was almost as large as a nut and filled with 
a mucous, pale yellow fluid. Both operation wounds healed 


perfectly. 
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Histological report: a section of the proboscis-like structure 
under the microscope presents a picture resembling the tissue of 
the nose. The outer wall of the section is formed by several 
layers of stratified epithelium under which tissue numerous fat- 
and sweat-glands are to be seen.. In the centre there is a_round 
small lumen the walls of which consist of epithelium resembling 
that of the outer wall. Between the two layers of epithelium loose 
tissue, in some places filled with blood vessels, is present, the 
lumen is almost entirely surrounded by thin, ring-shaped 
cartilaginous tissue. 

The wall of the cyst is surrounded by tissue fibres and lined 
with two, in some places more layers of epithelium, partly present- 
ing a polypus like structure. 

On May 24, seven days after the second operation, the baby 
became feverish; the highest temperature was 39:1 C. The 
otologist diagnosed otitis media purulenta of the left ear. Two 


Congenital cyclopia and orbital ‘cyst. 
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days later pneumonia set in. In spite of penicillin and other treat- 
ment usual in such cases, the baby died on the eighth day of the 
illness. 

Report of the post-mortem examination of the soft parts of the 
orbit :_in the section retina, choroid, ciliary body, iris and 
particles of the lens are visible in a normal disposition, in many 
places pigment epithelium is present. 

Thus, in my case, the baby had congenital anophthalmos and 
an orbital cyst on the right side, and, on the same side a proboscis, 
that is to say a rudimentary nose, further a hare-lip and cleft 
palate. Under the microscope rudiments of the eyeball were 
visible in the soft parts of the orbit. 

Actually the developmental anomaly I describe here belongs to 
the ‘‘ cyciopia ’’-group, the changes in the eye and nose generally 
being only a part of the injury to the forebrain. 

According to Bock there are the following degrees of cyclopia: 

(1) Two separate orbits, situated near to each other, and a 
rudimentary nose (cebocephalia). ; 

(2) Two separate orbits,so near to each other that the proboscis- 
like nose is above them (arhinencephalia). 

(3) Two,separate eyes in a common orbit. 

(4) The same, but the sclera of both eyes glued together. 

(5) Common; but thinner sclera in which are two eyes and the 
optic nerves close to each other. : 

(6) One cornea, the other tissues of the eye twofold and the 
optic nerves attached to each other. 

(7) Two lenses in one eye. 

(8) One eye. ‘ 

This grouping, however, is by no means complete, because 
many other kinds of anomalies of the development of the eye may 
occur, from the different forms of coloboma to microphthalmos 
and anophthalmos. 

Freaks born with cyclopia are mostly unable to live. 

Besides anomalies of the eye the place of the second proboscis- 
like nose may vary to a great degree. Very often all sorts of 
other developmental anomalies of the other parts of the face may 
be seen simultaneously. Consequently it is evident that it 1s most 
difficult to classify the different forms of cyclopia and that on 
account of the many variations of developmental anomalies not 
two cases are exactly identica). 

Lately Meeker and Aebli described a case that was already 
published in 1942 and 1944, and that has a resemblance to mine. 
A boy of 5} years had two eyes in a common sclera on the left 
side, a proboscis (rudimentary second nose) on the same side, and 
hare-lip and cleft palate as well. 











443 





ANNOTATION 


LITERATURE 


1. Bock, A.—Beschreibung eines atypischen Zyklops. Klin. Monatsbl. f. Augen- 
. heilk., 1889. ; 

MEEKER, L. H. and AEBLI, R.—Cyclopean eye and lateral proboscis with 
normal one-half face. Arch. of Ophthal., Vol. XXXVIII, p. 159, August, 
1947, 

ScHIECK, F, and BrUckner, A.—Kurzes Handbuch d. Ophthal., Bd. 1, 1930. 

SEEFELDER, R.—Missbildungen des menschlichen Auges. Auges. S. 519-630. 







bd 






> Ww 











ANNOTATION 






“What's in a Name?” 


The question is one which has often been asked, and in medicine 
one might be tempted to reply—‘‘a good deal more than was ever 
meant to be in it, and sometimes the exact opposite.” The classical 
example is the word “artery” derived from the Greek déprnpéiv, 
meaning to hold air, and so called because the tubes the words 
designate were thought to carry air from the heart or trachea, as 
Trevisa wrote in 1398 “to bere and brynge kindily heete from the 
herte to all the membres.” Any attempt tochange artery to a word 
meaning “carry blood ”’ would, however, rouse strenuous opposition, 
and could only result in a much less elegant one. 

Several examples are to be found in our own branch of medicine, ; 
the best known being cataract and glaucoma. “Cataract” has been 
attributed by some to the ancient theory that it was caused by a 
fall of inspissated material into the pupil, but others derive it from 
the second meaning which was “ portcullis.” This is more rational, 
because as the portcullis obstructs vision in ‘a gateway, so does the 
cataract obstruct vision in the eye. 

Glaucoma is a useful word, because being meaningless—literally 
translated, it signifies a gray-green tumour—it serves to cover our 
uncertainty as to the pathology of the disease. 

Hypermetropia and myopia might come in for criticism, since the 
former means an eye beyond measure—a curious phrase to apply to 
an eyeball whose usual defect is that it is too small and the latter a 
closed, and therefore by inference a small eye, but it is doubtful 
whether micropia and megalopia would ever be accepted as respec- 
tively synonymous, even though they described the condition more 
accurately. 

That a knowledge of Classics is not always a help to medical 
students was demonstrated in an examination held a few years ago 
at a certain hospital. One of the questions consisted in asking the 
meaning of various ophthalmological terms, among which were 
epiphora and hyperphoria. Epiphora was correctly defined by a 
candidate as an overflow of tears, but hyperphoria was beyond him, 
50 he summoned his knowledge of Greek to his aid, and stated that 


hyperphoria meant a really good cry. 
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Clinical Ophthalmology (for general practitioners and students). 
By H. M. TRAQUAIR. 264 pages, 72 illustrations (including 8 
coloured plates). Henry Kimpton, London, 1948. Price 25/-. 

A book which purports to discuss “ Ophthalmology without an 
ophthalmoscope ’’ must come as. something of a shock to us. It 
certainly takes us back a hundred years; and the chapter on - 
“‘Impairment of the Sight without Obvious External Signs ” wherein 
such conditions as choroiditis, vasular spasm, retina] haemorrhage, 
retinal detachment and optic atrophy are differentiated by indirect 
evidence from subjective symptoms such as the onset and complete- 
ness of visual failure and such objective signs as the pupillary 
reactions, makes the reader dream he is re-reading Sir William 
Mackenzie. The plea is made that the book is written for the student 
and the general medical practitioner who is not experienced with the 
use of apparatus; but are the students of Edinburgh University not 
taught that the ophthalmoscope is one of the essential aids to the 
complete physician, and has the genera) practitioner totally forgotten 
the teachings and admonitions of Osler? In many cases it may 
unfortunately be so; but is it wise to encourage them in their evil- 
doing? To do so requires courage : and invites criticism. 

Within this very severe limitation the book is a very lively and 
interesting one. After an elementary description of the anatomy, 
physiology and externa] examination of the eye and two brief chapters 
on the causation and general therapeutics of ocular affections, the 
diseases of the visual apparatus and its adnexa are discussed seriatim. 
Chapters are also devoted to functional ocular manifestations, the 
eye in infancy, childhood and old age, and the final chapter on 
popular (and medical) misconceptions and prejudices is a mine of 
common sense—spectacles do not weaken the eyes, near work does 
not hurt them nor does light ; reading in bed is a harmless pleasure, 
close work at school does not make the myopic more myopic, and 
soon. A study of the book will be of great value and some enter- 
tainment (for it is well written) to the general practitioner and will 
be able to answer many questions and solve many difficulties in his 
daily work thereafter; but we wish the author had not led the reader 
to suppose that the ophthalmoscope, with all its value not only in 
diagnosing ocular complaints but in general medicine, were an In- 
strument that he could neglect with a clear conscience, 


The Oculorotatory Muscles. By RicHarp G. ScosEr (St. Louis). 
359 pages, 113 figs. Henry Kimpton (London), ' Price 40/-. 

This book presents a general review of the entire subject of the 

anatomy, physiology and functional pathology of the extra-ocular 
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muscles. The first section (of 6 chapters) deals with the anatomy 
and physiology of the muscles, their innervation and mechanics and 
the physiology of binocular factors. The second section (of 7 
chapters) discusses latent deviations in the position of rest, modern 
views on the concept of orthophoria and the symptoms and treat- 
ment of heterophoria. The third section (of 3 chapters) deals with 
manifest deviations in a general way—the aetiology of squint 
followed by a detailed discussion of the comitant and non-comitant 
varieties. The fourth section (of 6 chapters) is concerned more 
minutely than is generally the case with diagnostic procedures. 
The subject is gone into in considerable detail—the case history and 
its significance, visual acuity, the measurement of the deviation, the 
angle kappa, ductions, versions, vergences, diplopia fields, abnormal 
correspondence, the significance of head and face tilting, false 
orientation and soon. The last section (3 chapters) deals shortly 
and only on general lines with treatment, non-surgical and surgical. 

The author quotes extensively from recent literature, accepting 
the work of Bender and Weinstein on the intimate topography of 
the oculomotor muscles, and drawing largely from the writings of 
Bielschowsky, Duke-Elder, Lancaster, Adler, Cridland, and— 
particularly—Chavasse. The difficult question of the diagnosis of 
the muscle at fault in paretic squints is gone into in the orthodox 
way but with all the refreshing enthusiasm of the writer of a good 
detective story—the search for clues, the deductions therefrom, and 
the satisfaction of the sleuth in unravelling a mystery are all there. 
In the section on treatment, non-operative methods are dealt with 
cursorily in six pages. On surgical treatment the author. deplores 
the present tendency towards the adoption of rule-of-thumb methods 
—the lengthening and shortening of a muscle by a specified and 
pre-determined number of millimetres, or the empirical procedure, 
for example, of employing a recession-and-resection operation on 
the lateral recti in innumerable non-analysed cases of lateral hetero- 
tropia. Each case, the author insists, must be considered on its 
own merits and surgical treatment should be individualistic depending 
on an adequate appreciation of the pathology and diagnosis. In 
general, he holds Chavasse’s view that it is better to “‘ weaken” the 
antagonist of a paretic muscle than to advance or resect the weaker 
muscle: such an operation is, in this view, a “ strengthening” one 
in that the formerly paretic muscle is allowed more freedom of 
action and scope to regain much of its function. 

The book is well produced and interestingly written; it forms a 
useful compilation of modern views on a difficult and intriguing 
subject. 
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The Anatomy of the Eye and Orbit. By E. WoLFF. 3rd Edition. 
440 pages. 322 figs. (21 coloured). London, H. K. Lewis, 1948. 
Price 45/-. 


It is pleasant to welcome the third edition of this excellent descrip- 
tive anatomy of the eye, the ocular adnexa and central nervous 
connections. The book is becoming the standard work on this 
subject,.and the new edition deserves to maintain the position won 
by its predecessors. The most important addition is in illustrations, 
more than eighty of which have been added, and when it is noted 
that the majority of these have been prepared from the author’s own 
specimens, no one will be surprised that they are of unusual 
excellence. The book has been brought up to date and includes 
much new material on the pupillary pathways, the external genicu- 
late body, the ciliary muscle, the cornea, the vitreous and zonule, 
the retinal capillaries and a number of other subjects. The abund- 
ance of the illustrations, the clarity of the text, the maintenance of 
interest by the frequent reference to practical clinical points which 
have an important anatomical bearing all combine to make the book 
outstanding. The author and his publisher are to be congratulated. 








NOTES 
NATIONAL HEALTH SERVICE 


Supplementary Ophthalmic Services: Notice to 
Ophthalmologists 


It is understood that the Ophthalmic Services Committee of each 
Executive Council will be required to publish a list of medical 
practitioners and opticians, having the prescribed qualifications, who 
undertake to test sight on the terms obtaining in the Committee’s 
area. The expression ‘“‘ medical practitioner having the prescribed 
qualifications’ means a medical practitioner who has :— 


‘‘(a) completed an academic or post-graduate course in ophthal- 
mology approved by the Committee hereinafter in this 
paragraph mentioned, and received a diploma or certificate 
in respect of this course; or 


held for a period of two years an appointment as an 
ophthalmic surgeon or assistant ophthalmic surgeon on the 
staff of an eye hospital or a hospital having a special eye 
department ; or 
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(c) held any appointment for a period of two years affording 
special opportunities for acquiring the necessary skill and 
experience of the kind required for the services to be 
-rendered ; or : 


had, immediately before the appointed day his name 
included in the list of medical practitioners prepared by 
either the B.M.A., The National Ophthalmic Treatment 

_ Board or the Incorporated Ophthalmic Council, for use. by 
Approved Societies for the purpose of Ophthalmic Benefit 
under the National Health Insurance Act, 1936 ; 


and who shall, to the satisfaction of the Minister, acting on the 
advice of a Committee to be recognised by him for the purpose of 
approving such qualifications, have had adequate including recent 
experience.” 

The Central Professional Committee referred to above has been 
appointed by the Minister and is composed of practitioners 
nominated by the B.M.A. and the Faculty of Ophthalmologists. 
This Committee has the duty of compiling a central list of medical 
practitioners having the prescribed qualifications. The Committee 
therefore invites applications from all ophthalmic medical practi- 
tioners to be included in the central list, which is an essential 
preliminary to inclusion in local lists for which separate application 
must be made to the Ophthalmic Services Committees of the 
Executive Councils concerned. 

Inclusion in the central list is entirely without prejudice to future 
action and it will be open to every practitioner to decide, when he 
knows the terms of service, whether he will take part in the 
Supplementary Ophthalmic Service or not. Ophthalmic practitioners 
should not, however, await the publication of the terms of service 
before applying for recognition by the Central Committee, 

All ophthalmic practitioners are therefore requested to apply as 
soon as possible to the Secretary, Ophthalmic Qualifications 
Committee, B.M.A: House, Tavistock Square, W.C.1, giving the 
necessary evidence that they comply withthe criteria outlined above. 
It is particularly important that details of recent experience should 
be included. 


Supplementary Ophthalmic Services : Notice to 
Ophthalmologists in Scotland 


A separate central list of medical practitioners having the prescribed 
qualifications for participation in the Supplementary Ophthalmic 
Service will be compiled for Scotland. Application forms received 
at B.M.A. House, London, from practitioners in Scotland will there- 
fore be automatically forwarded to the Scottish Secretary, B.M.A. 
House, Drumsheugh Gardens, Edinburgh, for submission to the 
Scottish Qualifications Committee. 
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Oxford THE Congress opens with an address of 

Ophthalmological | welcome by the Master, Mr. F. A. Williamson- 

Po aes Noble; after which a discussion will take place 

Programme, 1948 On “The Use and Abuse. of Topical Ocular 

: Therapy,” to be opened by Mr. F. Ridley, Dr. 

F. E. Preston and Dr. J. M. Robson. Papers occupy the time till 

4.30, when tea will be taken in the gardens of Balliol College. The 
annual dinner is at 7.15 p.m. 

The second day opens with a commercial exhibition: Papers 
follow until 11.15 a.m., when Sir Stewart Duke-Elder gives the 
Doyne Memorial Lecture. 

In the afternoon a discussion on “ the operative treatment of © 
chronic glaucoma” will be opened by the Master and by Mr. 
Maurice Whiting. 

The last day is g:-ven over to papers. 


* * ” * 


: JuLy 1, 1948, Morning Session, Thursday, 

ne eee 10 a.m. Opening Papers: (1) Mr. Juler— 

PE yee ng ee ice ge ans! 

* cological an stetrical conditions.”’ Followe 

wae ce by Mr. Nutt. Afternoon, July 1, 1948, 2.30 p.m. 

Occasional Papers : A. G. Cross—‘‘ The present 

day position of contact lenses.” J. D. Currie—‘‘ Optical Aids to 

the other man’s job.” P.H. Beattie—‘ Heredity of Eye Diseases.” 
 H. Ryan—“ Nutritional Eye Diseases.” 

July 2, 1948, Morning Session, Friday,10 a.m. (2) Mr. Recordon 
—‘‘ The Significance and Interpretation of Refraction.” Followed 
by Mr. A. Lister, Mr. V. Purvis. Afternoon, July 2, 1948. Clinical 
meeting at Addenbrooke’s Hospital at 2.30 p.m. 3.30 p.m. Films :— 
“Detachment,” “Intra and Extra Capsular Cataract Extraction,” 
“Strabismus and Glaucoma,” by Mr. H. B. Stallard. 

Officers of the Section.—President: O. Gayer Morgan; Vice- 
Presidents: E.G. Recordon, O. M. Duthie, J. H. Doggart ; Hon. 
Secretaries: G. F. Wright, A. G. Cross. 


* * * * 
The University We understand from Professor Weve of Utrecht 
Eye Clinic of Munich that Professor Wesseley, who was expelled by 


the Nazis before the 2nd World War, has re- 
started the University Clinic at Munich. His age is 75 years. 


* * * * 


Corrigendum On page 129, 2nd line, the reference to our 
Volume for 1945 should have been XXIX not XXX as printed. 





